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ABSTRACT  
The present study used attachment theory as a framework to explore the role of attachment related 
constructs as potential risk factors for panic disorder. A group ofpanic disordered participants were 
compared with a group of social phobics, a group of specific phobics (fearful flyers), and a group of 
nonclinical controls. The groups were compared on attachment dimensions, fear of emotions, fear of bodily 
changes, death attitudes, information processing style and self-efficacy. Results indicated that the panic 
disorder group and control group differed in a number ofways. Panic disordered participants evidenced 
higher levels of attachment anxiety and attachment avoidance than control participants. Also, the panic 
group reported lower social and generalized self-efficacy, and greater fear of losing emotional control than 
the c~:mtrol group. In addition, the panic group reported higher fear of death and of bodily changes than the 
control group. Finally, panic disordered participants indicated using less rational strategies when coping 
under stress. Social phobics presented no significantly different levels of attachment anxiety and avoidance 
than panic disordered participants. Also, no significant differences were found between the panic disorder 
and the social phobia groups regarding their perceived levels of social and generalized self-efficacy. The 
two groups significantly differed on fear of death and of bodily changes: the panic group evidenced higher 
levels than the social phobia group. The specific phobia group was most similar to the control group, 
except for their higher fear of death and of bodily changes. In addition, the associations between the 
different constructs were also studied. Results are broadly consistent with attachment theory in that 
attachment disturbances are not exclusive to panic disorder. Findings suggest that distinct combined 
influenced of the variables are associated with the different disorders. The implications and limitations of 
the findings are discussed in relation to current conceptual, research and clinical issues in panic disorder 
theory and attachment theory. 
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1 Attachment and Panic DisoJ,"der 
Introduction 
The question ofwhy certain individuals are at higher risk for developing panic disorder 
than others is one oHhe main challenges in clinical research. The cognitive-behavioral approach 
to panic disorder has adopted the vulnerability-stress model ofpsychopathology, which is a causal 
, 
perspective for illnesses and psychiatric disorders. According to this model, environmental stress 
triggers a predisposed person's vulnerability which, in turn, converts into psychopathology (e.g., 
Abramson, Metalsky, & Alloy, 1989; Alloy, Abramson, Raniere & Dyller, 1999). 
Two theories have been proposed within the cognitive-behavioral perspective to explain 
the mechanism for the first panic attack and the development ofpanic disorder. The first is 
Barlow's emotion theory ofpanic (Antony & Barlow, 1989; Barlow, 1988; Barlow & Cerny, 
1988), more recently known as the conditioning theory ofpanic (Bouton, Mineka & Barlow, 
2001). According to the conditioning theory, the first panic experience is not connected to 
predisposing factors, other than a biological vulnerability. Panic attacks are hypothesized to be 
associated with some dysfunction at lower cortical areas, such as the brain stem. Higher cortical 
areas of the brain are not directly involved in fear and panic reactions. Barlow's theory ofpanic is 
also based on Lang's (1977, 1985) theory of emotion according to which fear is a primitive 
survival emotion that does not require conscious or unconscious appraisal of the relevant 
stimulus. Fear is conceptualized as a hard-wired alarm system enabling the organism to respond to 
emergencies, and present across cultures and species (Barlow, 1988; Beck, Emery, & 
Greenberg, 1985; Cannon, 1929). According to Barlow (1988), the first panic attack is an alarm 
reaction that occurs in a background ofintense stress in individuals who possess a biological 
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vulnerability for fear surges. The intense fear reaction precipitated by stress, and in the absence of 
a real threat constitutes a false alarm. Barlow and colleagues suggested that such unexpected 
bursts offear cause the individuals to perceive their emotions as uncontrollable and unpredictable 
(Barlow & Cerny, 1988; Bouton et at, 2001). Psychological vulnerability for panic consists of the 
development of an anxious apprehension over future panic attacks, which act as moderator ofthe 
phenomenology ofpanic. Biologically vulnerable individuals for panic without a psychological 
vulnerability constitute what Barlow called "infrequent panickers", which represent about thirty 
percent of the general population (Barlow & Cerny, 1988, p. 39). 
The second theory is referred to as the cognitive theory o/panic (Beck et at, 1985; Clark, 
1986; Ehlers & Margraf, 1989; McNally, 1990; Rapee, 1996). According to this perspective, the 
first spontaneous panic is due to a combination ofcognitive vulnerability and precipitant factors. 
Specifically, catastrophic misinterpretations ofa wide range ofdistressing bodily sensations 
originating from different sources in vulnerable individuals are the necessary combination to 
produce panic (e.g., Beck et at, 1985; Clark, 1986; Clark & Ehlers, 1993; Rapee, 1996). The 
misinterpretations can occur in terms ofcausal attributions of the bodily sensations (Le., "I'm 
suffocating") and/or perceived consequences ofthe sensations (Le., "I'll die"). Such catastrophic 
thoughts are anxiety-provoking themselves, leading to the exacerbation ofbodily sensations and 
to the apparition ofnew ones associated with autonomic arousal; the new sensations provide 
more fuel for further catastrophic thoughts creating a vicious circle which, may culminate in a 
panic attack (Clark, 1986). Hence, the activation ofthe panic response is not the automatic result 
of specific physical sensations associated with acute stress, but from the threatening appraisal of 
any bodily change (Beck et aI., 1985; Clark, 1986; Rapee, 1996). This conceptualization 
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hypothesizes that some individuals have more risk than others, to both experience the first panic 
attack, and to develop panic disorder. Their cognitive vulnerabilities render them prone to 
generate persistent catastrophic interpretations ofbenign bodily changes which, in turn, generate 
fear and possibly panic. 
In summary, the emotion theory ofpanic and the cognitive theory ofpanic 'concur that 
catastrophic appraisals ofbenign bodily changes contribute to the development ofpanic disorder. 
Both approaches also agree that panic attacks appear when the vulnerable individual is under a 
state ofhigh stress. In addition, both theories agree that individuals may also develop an aversive 
interoceptive conditioned response to somatic or cognitive stimulation. However, there is no 
agreement between the two theories about what are the necessary and sufficient vulnerability 
factors for developing panic disorder. 
Risk Factors For Panic Disorder 
Both specific and nonspecific influences are considered to playa role in the origin and 
maintenance ofpanic disorder (Bouton et aI., 2001; Taylor, 2000). Specific risk factors are those 
unique to panic disorder, and are conceptualized as mediator variables for panic. Nonspecific are 
those risk factors that represent a vulnerability for developing panic disorder and other disorders. 
Nonspecific factors for panic are conceptualized as moderator variables, whose contribution to 
panic is indirect; that is, through other variables more specific to panic. It is commonly accepted 
that panic disorder arise from a combination ofspecific and nonspecific risk factors. 
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Specific Risk Factors 
Genetic predisposition to panic disorder. As noted previously, according to the 
conditioning theory, catastrophic misinterpretations ofarousal-related sensations are sufficient, 
but not necessary to generate panic. Panic-prone individuals carry an inherited vulnerability to 
panic that is triggered by intense stress. Bouton et aI., (2001) suggested that having a genetically 
based predisposition to panic does not cause panic disorder, but it may create the conditions for 
the occurrence ofpanic, when vulnerable individuals are undergoing stress. Barlow's model is 
based upon a weak organ model according to which some individuals are more susceptible to 
experiencing panic attacks when under stress than others it is similar to other physical disorders, 
such as headaches, hypertension, diabetes, etc. (Barlow, 1991; Barlow & Cerny, 1988, p. 34; 
Barlow, Chorpita & Turovsky, 1996). 
Barlow and colleagues (Bouton et aI., 2001) acknowledged that evidence on the 
specificity issue ofthe genetic contribution to panic is inconsistent. Specifically, empirical 
evidence suggests that the genetic vulnerability to panic disorder is not unique to panic, but shared 
with a predisposition to specific phobias (Kendler, Walters, Neale, Kessler, Heath & Eaves, 
1995). In addition, Bouton et al., (1995) noted that the heritability ofany anxiety disorder is only 
modest in magnitude. For example, in a twin study conducted by Kendler, Neale, Kessler, Heath, 
and Eaves (1992), between 35% and 39% of the variance for panic disorder and agoraphobia was 
accounted by genetic factors. Barlow and colleagues (Barlow, 1988; Bouton et aI., 200 I) 
hypothesize that, even though Kendler et ai. (1995)'s findings suggest that the genetic basis of 
panic and generalized anxiety disorder may be somewhat different, that the two disorders may 
Attachment and Panic Disorder 5 
share some of the genetics. Hence, the biological vulnerability for both anxiety and panic may 
increase the synergy between them, in which experiencing anxiety increases the probability of 
panic and vice versa (Barlow, 1988; Bouton et al., 2001). Despite the heritability hypothesis, 
Bouton et al. (2001) classified the genetic factors as a nonspecific biological risk factor for panic. 
Catastrophic misinterpretations. According to the cognitive theory ofpanic there is one 
specific risk factor for experiencing panic attacks: the generation ofcatastrophic misinterpretation 
when experiencing arousal-related sensations (Clark, 1986; Taylor & Fedoroff, 1999). The 
tendency to generate such catastrophic cognitions distinguishes panic-prone individuals from I 
people with other anxiety disorders or without an anxiety disorder. 
Misinterpretations include catastrophic attributions ofbodily changes, expecti:;ltions and 
images associated with beliefs about impending death, insanity or loss of control (Beck, 1988; 
Clark, 1986; Hibbert, 1984; Ottaviani & Beck, 1987; Rapee, 1996). Some of these 
misinterpretations take place so rapidly and automatically that they occur outside awareness 
(Clark, 1988). This assumption is used to explain nocturnal panic attacks. Specifically, panic­
prone individuals are able to monitor relevant stimuli (i.e., bodily changes) while sleeping, and 
become alarmed and panic when feared sensations are perceived (Clark, 1986, 1988). 
A number ofstudies have provided empirical support to the cognitive theory ofpanic, 
demonstrating that panic attacks are typically associated with catastrophic thoughts ofphysical, 
psychological or social nature (e.g., Clark, Salkovskis, Ost, Breitholtz, Koehler, Westling, et aI, 
1997; Harvey, Richards, Dziadosz, & Swindell, 1993; Hibbert, 1984; Kamieniecki, Wade, & 
Tsourtos, 1997; Ottaviani & Beck, 1987). However, the cognitive model ofpanic acknowledges 
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that not all panic attacks are caused by catastrophic misinterpretations. Specifically, some panic 
can be produced by factors such as drug-induced or hormone-related autonomic surges (Clark, 
1988; Clark & Ehlers~ 1993). In addition, Clark (1986, 1988) observed that panic can also be 
tj/ 
precipitated by bodily changes not associated with arousal (i.e., bradycardia, relaxation). Clark 
argues that non-arousal-related sensations are insufficient to initiate the vicious cycle involved in a 
panic attack; it is necessary that the individual generates catastrophic misinterpretations of 
arousal-related bodily changes to generate the vicious cycle ofpanic (Clark, 1986, 1989). 
Aversive interoceptive conditioning. The conditioning perspective has adopted Razran's 
(1961) and Goldstein and Chambless' (1978) concept of interoceptive conditioning through which 
arousal-related sensations become conditioned stimuli associated with intense fear or panic. 
Individuals' apprehension about experiencing a panic attack is what render them prone to 
associate interoceptive (somatic and cognitive) cues with the initial panic. Thus, through classical 
conditioning, the individual develops learned false alarm responses. Once the classical 
conditioning process is established, low intensity arousal changes can elicit significant bursts of 
anxiety or panic (Barlow, 1988; Bouton et aI., 2001). 
Barlow and colleagues (Bouton et al., 2001) argued that panic-prone individuals were 
exposed to early learning experiences regarding the potential danger ofunexplained bodily 
changes. Specifically, through vicarious and operant conditioning individuals are reinforced to 
enact a sick role behavior and/or to produce negative evaluations ofarousal-related sensations 
(Ehlers, 1993). Catastrophic cognitions are conceptualized as aversive conditioned stimuli that 
have been associated with panic, and that can playa causal role in generating or exacerbating 
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panic (Bouton et aI., 2001). 

Nonspecific Risk Factors 
Not everyone is equally likely to respond fearfully to bodily changes 01' to develop panic 
disorder after experiencing a panic attack. For example, the majority ofcardiology patients who 
complain ofchest pain do not experience panic attacks (Beitman, Basha, Lamberti & MUjeIji, 
1990). Similarly, patients with pheochromocytoma experience elevated autonomic arousal, but 
seldom have panic attacks (Starkman, Zelnik, Nesse, & Cameron, 1985). Only a small p~oporiion 
ofpeople with physical abnormalities, such as mitral valve prolapse or vestibullff misfunctioning, 
react with panic to the bodily changes produced by the disorders (e.g., Gorman, Fyer, Gliklich, 
King & Klein, 1981; Jacob, Moller, Turner, & Wall, 1985; Mavissakalian, Salemi, Thompson, & 
Michelson, 1983). Hence, the question arises as to what makes some individuals prone to 
generate systematic catastrophic appraisals of innocuous interoceptive stimulation. Also, who is 
prone to develop aversive interoceptive conditioning. 
At present, it is widely accepted that a combination ofnonspecific genetic and 
psychological risk factors help to explain the differential affective response to bodily changes. It 
has been hypothesized that the information processing bias found in panic disordered patients, 
results not only from the experiencing of one or more spontaneous panic attacks, but also from 
certain enduring dispositions learned in childhood and preceding the panic episodes (Chambless, 
Caputo, Bright & Gallagher, 1984; Clark, 1988; Clark & Ehlers, 1993; McNally, 1989). For 
example, compared to non-clinical individuals, panic vulnerable individuals seem to be 
8 Attachment and Panic Disorder 
significantly more concerned with physical (e.g., illness, death) or psychological (e.g., becoming 
crazy) threats even before the occurrence of their first panic attack (Fava, Grandi & Canestrari, 
1988). Barlow and colleagues have also suggested that nopspecific genetic factors contribute to 
Ii, 
cognitive bias observed in panic disordered individuals (e.g., Barlow, 1988; Bouton et aI., 2001). 
Nonspecific Genetic Factors. There is consistent evidence indicating that genetic factors 
nonspecific to panic, such as trait anxiety, neuroticism, and negative affect, contribute to the 
development of classically conditioned aversive emotional responses (e.g., Brush, 1985; Levey & 
Martin, 1981; Pavlov, 1927; Zinbarg & Mohlman, 1998). Moreover, Barlow and colleagues 
(Bouton et aI., 2001) suggest that these nonspecific biological risk factors can influence, not only 
the onset ofpanic, but also the severity of the panic experience and the tendency to sustain 
heightened attention to arousal-related sensations, both ofwhich can increase the probability of 
developing conditioned fear to panic symptoms. 
Nonspecific Psychological Factors. Several nonspecific psychological diatheses have been 
proposed as contributing factors in experiencing panic attacks and developing panic disorder. 
Examples ofthese diatheses are, fear of anxiety-related sensations (e.g., Goldstein & Chambless, 
1978; Reiss & McNally, 1985), lack of assertiveness (e.g., Chambless, Hunter & Jackson, 1982; 
Mavissakalian & Hamann, 1986), and external locus ofcontrol (e.g., Emmelkamp, & Mersch, 
1982; Michelson, Mavissakalian & Marchione, 1988). Of all nonspecific risk factors, anxiety 
sensitivity (Reiss, 1991; Reiss & McNally, 1985) has been the predisposing variable most 
frequently considered in a number of theoretical and empirical writings. Anxiety sensitivity refers 
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to the extent to which an individual fears experiencing arousal-related sensations based on the 
belief that such bodily changes can have harmful consequences (Reiss & McNally, 1985). 
Specifically, the construct ofanxiety sensitivity, as assessed through the Anxiety Sensitivity Index 
(Peterson & Heilbronner, 1987; Peterson & Reiss, 1992), comprises fear ofphysical harm and 
ultimate death (e.g., from a heart attack), the fear of losing emotional or behaviorat control (e.g., 
insanity, acting dangerously) when highly anxious, and fear of social harm (e.g., negative 
judgment). Individuals with elevated anxiety sensitivity generate fear in response to their arousal 
symptoms, which results in a positive feedback cycle that exacerbates anxiety and can culminate in 
a panic attack. Hence, anxiety sensitivity theory and the cognitive formulation ofpanic 
complement one another. The influence ofpanic and anxiety sensitivity is reciprocal; that is, panic 
attacks can increase anxiety sensitivity, and anxiety sensitivity can magnify the risk ofpanic 
attacks (Reiss, 1991; Taylor, 1995) 
The concept ofanxiety sensitivity is similar to the construct of fear offear (Goldstein & 
Chambless, 1978). However, whereas fear of fear was hypothesized as a consequence of 
experiencing panic attacks (Goldstein & Chambless, 1978), anxiety sensitivity has been 
conceptualized as a trait like belief antecedent to panic, and a risk factor for developing panic 
disorder as well as other anxiety disorders (McNally, 1990; Reiss, 1991). In addition to a 
cognitive dimension, the concept offear of fear also involves the notion of interoceptive 
conditioning, in which arousal sensations associated with anxiety become conditioned stimuli as 
they are paired with panic attacks (Goldstein & Chambless, 1978). 
The role ofanxiety sensitivity as a predisposing factor to panic has been consistently 
established. Specifically, it has been found that panic-disordered individuals report higher 
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anxiety sensitivity than normal controls or than individuals with other anxiety disorders (e.g., 
Apfeldorf, Shear, Leon, & Portera, 1994; Brown & Cash, 1990; Chambless, Caputo, Bright & 
Gallagher, 1984; Kamieniecki et al., 1997). Anxiety sensitivity has been found to be normally 
distributed in the population (Reiss, 1991). Individuals with high anxiety sensitivity are more 
prone to experience spontaneous panic attacks (e.g., Maller & Reiss, 1992). Results from 
prospective studies suggest that anxiety sensitivity is a premorbid risk factor for the development 
ofpanic (Schmidt, Lerew & Jackson, 1997; Schmidt, Lerew & Jackson, 1999). Moreover, 
findings from Schmidt and colleagues indicate that anxiety sensitivity is a vulnerability factor for 
anxiety, but not for depression (Schmidt et aI., 1997, 1999). 
Questions remain about the origin of this trait. High levels of anxiety sensitivity have been 
hypothesized to arise from a number of sources, including genetics and temperamental variables 
(i.e., negative affectivity) , direct experience with anxiety and conditioning history (Le., 
interoceptive conditioning), parental reinforcement ofsick-role behavior, misconceptions about 
harmful consequences ofanxiety, and observation ofother individuals experiencing anxiety 
(Chorpita & Barlow, 1998; Mattis & Ollendick, 1997; Reiss & Havercamp, 1996; Watt, Stewart, 
& Cox, 1998). 
Despite the significant association between anxiety sensitivity and panic attack occurrence, 
it only accounts for a limited amount ofvariance (about 2%) in predicting unexpected panic 
attacks; these findings suggest that there are other variables involved in the origin and 
maintenance ofpanic (Schmidt et al., 1999). Several theorists have expanded the fear of anxiety 
concept to fear ofemotions (e.g., Clark, 1988; Williams, Chambless, & Ahrens, 1997). 
Accordingly, individuals with high fear of emotions tend to misinterpret bodily changes 
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stemming, not only from fear, but also from other emotions (e.g., anger) and physical states (e.g., 
sexual arousal). Hence, it is the perception of danger associated with emotions and resultant 
bodily changes that triggers panic. It is hypothesized that panic prone individuals' fear of 
emotions is due to their fear of losing control over them (Williams, Chambless, & Ahrens, 1997). 
As previously noted, in addition to fear ofemotions and fear ofarousal-related sensations, 
it is likely that other dispositional variables also contribute as important risk factors for panic. 
Specifically, given panic-disordered individuals' main concerns (fear ofdying, fear ofgoing 
crazy and losing emotional control, fear ofnegative evaluation) variables such as attachment 
styles, attitudes toward death, attitudes toward illness, information-processing styles, coping 
styles, locus ofcontrol, and self-efficacy are of interest. 
Attachment Theory and Panic Disorder 
Several investigators have suggested that panic disorder usually begins in the context of 
stress caused by interpersonal conflicts (e.g., Chambless & Goldstein, 1981; Last, Barlow & 
O'Brien, 1984). Panic-prone individuals have difficulties addressing and solving conflicts that 
render them feeling out of control (Barlow & Cerny, 1988; Williams, Chambless & Ahrens, 
1997). It has also been hypothesized that such difficulties dealing with interpersonal conflicts may 
stem from separation anxiety which results from attachment problems (Chambless, Gillis, Tran & 
Steketee, 1996; Shear, 1996), lack ofassertiveness (Chambless et al., 1982), and interpersonal 
problem-solving skill deficits (Brodbeck & Michelson, 1987). 
For psychodynamic scholars, attachment theory provides the framework for understanding 
I 
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the origin ofpanic disorder (e.g., Sable, 2000; Shear, 1996). Specifically, they have suggested that 
developmental conflicts concerning dependence and autonomy precede panic onset and constitute 
a risk factor for panic (e.g., Milrod, Busch, Cooper & Shapiro, 1997; Sable, 2000; Shear, Cooper, 
Klerman, Busch, & Shapiro, 1993). According to their perspective, precipitants ofthe initial panic 
attacks may include real or fantasized loss or rejection ofindividuals who represent an important 
source ofsecurity. Such loss reduces panic vulnerable individuals' sense of safety, and constitutes 
a demand on them for more independent behavior. 
From a cognitive-behavioral framework, Barlow and his associates (Barlow, 2000; 
Chorpita & Barlow, 1998) have recently suggested that the attachment process is involved in the 
development ofcontrol cognitions which in turn, are associated with anxiety and fear. 
Specifically, the experience oflack ofcontrol, that is, the perceived inability to influence events 
and outcomes in the environment, is one ofa number ofpathways to fear, anxiety and depression 
(Chorpita & Barlow, 1998). This definition ofcontrol also involves the notion ofprediction in 
that it implies knowledge ofwhen something will happen. Early experiences with repetitive 
uncontrollable events may contribute to developing a tendency to perceive events as not in the 
child's control. Such a cognitive template, characterized by the perception ofuncontrollability and 
unpredictability, represents a psychological vulnerability for experiencing psychopathology, 
including, chronic anxiety and fear (Barlow, 2000; Chorpita & Barlow, 1998; Han, Weisz, & 
Weiss, 2001; Ollendick, 1979; Rawson, 1992). Hence, the quality of the child relationship with 
the attachment figures is crucial in the development ofcontrol cognitions (Thompson, 1998). 
Early attachment experiences concern the child's emerging sense ofagency, control and 
prediction as the infant learns the extent to which the adult's responsiveness is contingent with 
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hislher behavior. For example, with secure attachment the child experiences consistent response­
contingent reinforcing outcomes, which promotes an internal locus ofcontroL On the contrary, 
different forms of insecure attachment help foster a diminished sense ofcontrol in the child. 
According to Chorpita and Barlow (1998), secure attachment involves two basic 
parenting dimensions: (a) warmthlsensitivity-consistency-contingency; and (b) encouragement of 
autonomy-lack of intrusive governance, both ofwhich are associated with positive long-term 
functioning. Thus, parents promote secure attachment by providing their children with 
opportunities to exercise control over their environment. Such control is primarily achieved by 
(a) influencing the parents' behaviors to meet the children's needs (i.e., attention, affectio~ food) 
in a consistent and a predictable manner; and (b) providing the children more opportunities to 
explore the milieu, and develop new skills to cope with environmental changes (Barlqw, 2000). 
Results ofa study by Silove, Parker, Hadzi-Pavlovic, Manicavasagar, and Blaszczynski (1991) 
indicate that insufficient care and high overprotection were associated with clinical anxiety, 
particularly panic disorder and generalized anxiety disorder. 
Most investigators agree with the notion that separation and loss ofsignificant others are 
the most common stressors preceding the onset ofpanic (e.g., Chambless & Goldstein, 1981; 
Williams et aI., 1997). However, it is also accepted that other types oflife events or conflicts can 
also act as precipitants ofpanic (e.g., Doctor, 1982; Last et al., 1984). Examples ofother 
conflicts involve patients' difficulties modulating anger or sexual arousal (Dattilio, 1988; Milrod 
et al., 1997), drug abuse, and illnesses (Barlow & Cerny, 1988). It is also possible that, even when 
the precipitants ofpanic may not be intrinsically interpersonal (e.g., alcohol abuse reactions, major 
surgery), the individual's interpretation ofthe event could have idiosyncratic interpersonal 
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implications. 
At present, few empirical studies have been conducted testing the attaclnnent theory 
hypotheses about the origin ofpanic (Klein, 1981). Similarly, research on the developmental 
origins ofspecific maladaptive cognitions about panic has been an area ofrelative neglect in 
current cognitive-behavioral perspectives ofpanic (Rapee, 1996). Recently, Schneider, Niindel, 
Walter, Leiberg, and Ertle (2001) conducted a prospective study about the role ofseparation 
anxiety, and anxiety sensitivity in children (ages 8 to 15) as risk factors for developing panic 
disorder in young adulthood. Results indicated that separation anxiety disorder was significantly 
associated with panic disorder at follow-up, but it was not associated with social phobia or 
specific phobia. According to the findings, children with separation anxiety disorder had eight 
times higher chance for developing panic disorder than children without separation anxiety. With 
regard to panic-relevant interpretation ofbodily changes, anxiety sensitivity was found associated 
with panic at follow-up. Children with tendency to interpret panic-relevant sensations as being 
dangerous had three times higher chance to develop panic attacks than children with low anxiety 
sensitivity. No relationship was found between anxiety sensitivity and social phobia or specific 
phobia. 
Attachment Theory 
Attaclnnent theory was originally formulated to explain animal and human reactions to 
two major life stressors: separation and loss (Bowlby, 1969, 1973). Attaclnnent is conceptualized 
as an adaptive motivational-behavioral control system activated under stress (Bowlby, 1973, 
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1988). Attachment is a cybernetically controlled biobehavioral system whose function is to protect 
the child from potential danger. Specifically, by using an ethological orientation, infants are 
instinctively inclined to seek their mothers when experiencing distress (Bowlby, 1988). Thus, the 
term "attachment" does not refer to all aspects of the caretaker-infant relationship, but rather 
those interactive behaviors activated by stress. The system provides a survival advantage by 
maintaining physical proximity to one or few caretakers who are expected to provide security and 
help manage the distress. Moreover, Holmes (1993) posited that the attachment system not only 
includes behaviors seeking proximity to familiar persons, but also to familiar places. Therefore, 
the concept ofattachment can include relational and spatial cues ofprotection and safety. 
Based on repeated early attachment experiences, infants create cognitive and emotional 
representations, as well as behavioral dispositions called inner working models (Bowlby, 1969). 
These models represent how they and their significant caregivers are expected to behave, and how 
the two are expected to interact with each other. Working models of the self and others are 
hypothesized to function as cognitive structures upon which people select, organize, and store 
attachment-related information in moments of distress. Working models also help to predict, to 
plan and to enact behavioral patterns to cope with distress (Sable, 2000). The operation ofthe 
working models do not necessarily involve fully conscious appraisals, attentional biases and 
expectations (Lopez & Brennan, 2000). According to Bowlby (1973, 1980) working models 
primarily include information about how trustworthy and caring others are, how lovable and 
worthy the person feels, and how to cope with stress. This conceptualization ofinfants' 
internalization of caregiving experiences share some similarities with the construct ofschema 
found in cognitive theory (Beck, Rush, Shaw & Emery, 1979; Young, 1994), and with the 
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psychoanalytic concept ofobject relations (Kemberg, 1976; Klein, 1975; Kohut, 1971). 
Collins and Read (1994) elaborated on Bowlby's notion ofworking models and proposed 
that they contain information about four interrelated aspects: (1) memories ofearly attachment 
experiences; (2) attachment related belief, attitudes, and expectations about the selfand others 
(i.e., self-esteem, acceptability, lovability); (3) attachment related goals and needs; and (4) 
strategies and coping approaches to achieving attachment goals and self-efficacy. Working 
models are presumed to remain relatively unchanged throughout the person's life, unless 
significant corrective interpersonal experiences have occurred that have altered the relevant 
schemata (Hazan & Shaver, 1994). Although no research has followed attachment styles 
longitudinally from early childhood to adulthood, cross-sectional studies have found proportions 
ofadult attachment categories similar to those found in infancy (e.g., Hazan & Shaver, 1987; 
Mikulincer, Florian & Tolmatz, 1990; Mikulincer, Florian, & Weller, 1993). Hazan and Shaver 
suggested that the attachment system may operate similarly in adulthood as in infancy and 
extended the attachment theory to adult romantic relationships; that is, they conceptualized adult 
romantic love as an attachment process. The function of the attachment system is the same in 
adulthood as in infancy: to ensure the formation ofenduring bonds that can be counted on for 
both physical and psychological protection (Berman & Sperling, 1994, Feeney & Noller, 1996, 
Hazan & Zeifrnan, 1999; Weiss, 1988). 
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Attachment Patterns and Attachment Dimensions 
People may develop different kinds of attachment working models. A secure working 
model develops from the early relationship with a nurturing adult who is responsive and sensitive 
to the child's signals ofdistress and who is consistently available in times of need. 'A secure base 
promotes a sense ofconnectedness with the attachment figure and exploration which allows the 
child to develop competencies to cope with the extrafamilial world (Ainsworth, 1989; Bowlby, 
1988). The psychological consequence of secure attachment is thought to be the child's felt 
security. Alternatively, early experiences with a caretaker who is unavailable or provides an 
unstable, infrequent or inefficient management ofthe child's distress will produce an insecure 
working model. Such inappropriate attachment experiences generate distrust in the w;orld and also 
distrust in the self, which is experienced as worthless and unable to manage discomfort 
(Ainsworth, 1989; Bowlby, 1988). Lacking a secure base tends to inhibit the child's curiosity and 
willingness to risk, and diminishes the tolerance ofseparation (Ainsworth, 1989; Bowlby, 1969). 
In the study ofattachment behavior, most researchers have adopted a typological 
approach, according to which people's attachment tendencies can be classified into categories as 
reflecting independent and distinct patterns of behaviors and underlying working models (e.g., 
Ainsworth, Blehar, Waters & Wall, 1978; Bartholomew, 1990; Hazan & Shaver, 1987). A 
number ofstudies have identified similar patterns ofattachment in children and adults (e.g., 
Hazan & Shaver, 1987; Main, Kaplan & Cassidy, 1985). Recently, Bartholomew and colleagues 
(Bartholomew, 1990; Bartholomew & Horowitz, 1991) elaborated initial attachment typologies 
(e.g., Bowlby, 1988; Ainsworth, 1989; Hazan & Shaver, 1987), and proposed a four-category 
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classification ofattachment organization: (a) secure, and three insecure types referred to as: (b) 
preoccupied; (c) fearful; and (d) dismissing. 
Secure attachment is characterized by an internalized sense ofself-worth and 
self-confidence, high regard and trust in others, interest and capacity for intimacy in close 
relationships without losing personal autonomy. Preoccupied individuals, also referred to as 
anxious-ambivalent or insecure-resistant (Ainsworth et al., 1978; Hazan & Shaver, 1987), are 
marked by a desire for close relationships, but have feelings of insecurity or worthlessness. 
Individuals with this type ofattachment believe they could attain security and self-worth only if 
they can get others' acceptance and validation. Hence, they anxiously seek close contact with 
others, but they feel insecure about their ability to get it, and fear abandonment. Individuals with 
fearful attachment do not experience the uncertainty about the availability ofaffectional figures 
present in the preoccupied. Instead, they are more pessimistic and have almost no confidence in 
their chances to meet their attachment needs. Hence, despite their conscious need for acceptance 
and validation from others, fearful individuals have learned to suppress behavioral attempts to 
seek support from their attachment figures during times ofdistress. Thus, they avoid commitment, 
intimacy and interdependency to avert the pain of the expected loss or rejection. They tend to be 
timid, reserved, insecure of themselves and others, pessimistic, self-conscious, and ruminative. 
Hazan and Shaver (1987) referred to this attachment style as fearful avoidance. Individuals with 
dismissing attachment style have similar conflicts to fearfully attached individuals, that is, 
perceiving others as rejecting, unresponsive, undependable, and unaccessible. However, they cope 
with their attachment conflict by defensively excluding their attachment feelings through denial 
and repression, and by not exhibiting attachment behaviors (Kobak & Sceery, 1988; Mikulincer, 
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1995; Mikulincer & Florian, 1995). Hazan and Shaver (1987) named this type of insecure style as 
dismissing avoidant, and Bowlby (1977, 1980) referred to it as compulsive self-reliance. 
Individuals with this attachment pattern report feeling self-sufficient and experiencing self-worth. 
They are also characterized as being very rational, self-reliant, bold, headstrong, competent, 
competitive, introverted, non-affectionate and emotionally inexpressive (Bartholomew & 
Horowitz, 1991). Dismissing individuals deny the value ofcloseness and interdependence. 
Consequently, they avoid intimacy, and maintain their self-worth through accomplishments and 
autonomy. 
Main (1996) ad Main & Solomon (1986, 1990) added another attachment category to I 
characterize children who do not fall into any of the four patterns previously m~ntioned. 
Individuals with disorganized-disoriented are marked by a lack ofan organized strategy for 
coping with the distress of separation (Main & Solomon, 1986, 1990). The disorganized­
disoriented style arises from early experiences with attachment figures that are frightening for the 
child. Such process can occur, either directly (i.e., frightening parents who perpetrate physical 
abuse, sexual abuse) or indirectly (i.e., traumatized parents, frightened parents who are afraid of 
their own children). 
According to Main and Hesse (1990), the frightened parental behavior will inevitably scare 
the child. The disorganization results from the unsolvable conflict presented to the child when the 
attachment figure is simultaneously the source ofboth the alarm and the comfort. In the fuce of 
this proximity-avoidance paradox, the child is unable to maintain coherent and effective coping 
strategies, and shows as a disorganized-disoriented attachment behavior (Main & Hesse, 1990; 
Main & Solomon, 1986). Individuals with this type ofattachment are assumed to be at the 
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greatest developmental risk for psychopathology (Main, 1996; Main & Solomon, 1986, 1990). 

Conceptual Issues in Attachment Assessment 
The categorical approach to measure attachment fail to acknowledge the different degrees 
and potential blendings among categories. In response' to such issues, some researchers have 
adopted a dimensional approach to study individual differences in attachment behaviors. This 
methodological perspective is based on the assumption that individual differences in adult 
attachment are quantitatively distributed at both the manifest and latent levels (e.g., Bartholomew 
& Horowitz, 1991; Bartholomew & Shaver, 1998; Brennan, Clark & Shaver, 1998; Collins & 
Read, 1990). Specifically, the hypothesis is that attachment scores are distributed in a continuous, 
rather than in a discrete fashion (e.g., Levy & Davis, 1988; Collins & Read, 1990). A number of 
studies have found empirical support for this assumption (e.g., Bartholomew & Horowitz, 1991; 
Brennan, Clark, & Shaver, 1998; Fraley & Waller, 1998). From this perspective, researchers have 
criticized the typological approach on several grounds: (a) it assumes that all people can be 
classified into one ofthe categories. However, several investigators have reported that a small 
proportion of their subjects could not be classified into any ofthe attachment types (e.g., Hazan 
& Shaver, 1987; Main & Weston, 1981); (b) it assumes that each category group is independent 
ofthe others, and that participants qualifY for only one of them. However, research has shown 
that participants may pick more than one attachment pattern as descriptive of themselves (e.g., 
Hazan & Shaver, 1987); (c) it loses power and precision because it does not allow the assessment 
of the degree to which each attachment pattern is characteristic ofan individual (e.g., Collins & 
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Reed, 1990; Simpson, 1990); and (d) it does not allow estimation ofmeasurement error (e.g., 
Collins & Reed, 1990; Hazan & Shaver, 1987; Simpson, 1990). Consequently, to overcome such 
limitations, researchers have been more inclined to the dimensional approach and the use of 
rating scales, which can be scored on several subscales (e.g., Brennan et aI., 1998; Fraley & 
Waller, 1998). Thus, the categorization ofparticipants is unnecessary when dimenSional measures 
are available. In addition, by using taxometric techniques, the dimensional approach allows for the 
uncovering ofunderlying structures. The goal of this approach has been to empirically identifY 
latent sources ofmanifest patterns ofbehaviors, rather than imposing a conceptual structure based 
on inferences from observations (Fraley & Waller, 1998). For example, when these Likert-type 
scales have been factor analyzed, a two-factor (e.g., Simpson, 1990; Brennan, Clark & 
Shaver,1998) or three-factor solution (e.g., Collins & Read, 1990) has been found. The two­
dimensional structure model consists oftwo underlying dimensions: (1) Attachment anxiety, 
which refers to one's sense of self-worth and acceptance, as well as to the fear of rejection and 
abandonment. High anxiety attachment is characterized by a low threshold for manifesting 
attachment behaviors; (2) Attachment avoidance refers to the degree to which one approaches 
(or avoids) intimacy and interdependence with others. High avoidance involves discomfort with 
closeness and dependency and is characterized by an exclusion of attachment feelings and 
behaviors. The three-factor solution obtained by Collins and Read (1994) were named, Close, 
Dependent and Anxiety (about abandonment). Brennan et aI., (1998) suggested that the Close and 
Dependent dimensions were facets ofthe same factor: Avoidance. 
The two-factor structure (anxiety, avoidance), underlying attachment orientations, has 
been the most widely accepted among researchers (e.g., Bartholomew & Horowitz, 1991; 
22 Attachment and Panic Disorder 
Brennan et aI. 1998; Griffin & Bartholomew, 1994a). These two dimensions are consistent with 
the two discriminant functions originally obtained by Ainsworth and colleagues (Ainsworth, 
Blehar, Waters & Wall, 1978). It is also consistent with Bartholomew's findings using either 
t" 
coded interviews or questionnaires (e.g., Bartholomew & Horowitz, 1991; Griffin & 
Bartholomew, 1994a, 1994b). Bartholomew and her colleagues have named their factors: Model 
ofSelf (anxiety) and Model ofOther (avoidance). The self-model indicates the degree to which 
individuals have internalized a sense ofself-worth and how they expect others to respond to 
them. The Other model indicates the degree to which individuals expect others to be available 
and supportive (Griffin & Bartholomew, 1994a). Their dimension definitions are similar to the 
two basic dimensions of insecure attachment proposed by Brennan and colleagues (Brennan et 
aI., 1998): the SelfModel is associated with one's own sense ofworth and lovability, as well as 
with the degree ofanxiety and dependency individuals experience in close relationships; whereas 
the Other Model is associated with expectations of the availability and trustworthiness of 
attachment figures, as well as with the disposition to pursue or avoid closeness in relationships 
(Griffin & Bartholomew, 1994a). 
Different combinations ofscores obtained on the two dimensions can be used to construct 
the four prototypic attachment styles: The secure pattern is defined by low attachment related 
anxiety (positive self model) and low avoidance (positive other model). Fearful avoidance is high 
anxiety (negative self-model) and high avoidance (negative other model). Preoccupied (anxious­
ambivalent) is high anxiety (negative self-model) and low avoidance (positive other model). 
Finally, the dismissing pattern is characterized by low anxiety (positive self-model) and high 
avoidance (negative other model) (Bartholomew, 1990; Bartholomew & Horowitz, 1991; 
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Brel1l1an et aI., 1998; Griffin & Bartholomew, 1994a). 
Attachment, Fear ofDeath and Fear ofBodily Changes 
One of the most common fears ofpanic-disordered individuals is death (APA, 1994). They 
typically presume that the physical sensations they experience are signs ofan impending doom 
(e.g., death as a result ofa heart attack, choking, a stroke, etc.). Attaclnnent theories hypothesize 
that a perceived encounter with death, activates the attaclnnent system, because death involves 
our separation from significant others (Kalish, 1985; Mikulincer & Florian, 1998). Moreo'ver, it is 
hypothesized that individual differences in attaclnnent working models result in, distinct emotional 
experiences and coping strategies used for affect regulation associated with panic and anticipation 
ofdeath. 
Lifton (1973) portended that a secure attaclnnent style, which involves a sense of secure 
base, is a protective factor against the fear ofdeath. Specifically, Lifton suggested that secure 
attaclnnent is one ofthe core components in the development of a sense of symbolic' immortality 
in adulthood, which also entails a positive and secure connection to the world. According to 
Lifton (1973, 1979) there is a universal need to develop and preserve a sense ofpersonal 
continuity and transcendence after death, referred to as symbolic immortality. The development of 
symbolic immortality is an adaptive anticipatory response to the frightening reality ofdeath, which 
helps in reducing the fear ofdying. In an opposite vein, individuals with insecure attaclnnent styles 
fail to attain a sense ofsymbolic immortality, and consequently fear death. Florian and Kravetz 
(1983) proposed that people fear dying because the expected negative impact on the individual's 
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mind and body (i.e., body annihilation, loss ofself-fulfillment) , the expected impact on the 
individual's relationship with others (i.e., loss of social identity, negative consequences to family 
and friends). Also, the fear ofdeath may arise from the transcendental impact ofdying (i.e., fear 
of the unknown, anticipation ofpunislnnent in the hereafter). Their model has received empirical 
support in factor analytic and discriminant validity studies (Florian & Har-Even, 1984; Florian & 
Kravetz, 1983). 
Preliminary empirical findings support the hypothesis that attaclnnent and fear of death 
are associated. Specifically, given secure attaclnnent individuals' superior ability to deal with 
negative affect, they report less fear ofdeath than insecurely (avoidant, anxious-ambivalent) 
attached individuals (e.g., Mikulincer et aI., 1990). Furthermore, anxious-ambivalent individuals 
exhibited the strongest fear ofdeath at both conscious and below-conscious levels ofawareness, 
as they were more afraid of losing their social identity in death. Avoidant or dismissing individuals 
did not report stronger fear of death than the secure individuals, however, they exhibited more 
intense fear ofdeath than secure individuals at a below-conscious level ofawareness. These 
findings were replicated in a study conducted by Florian and Mikulincer (1998) who found that 
anxious-ambivalent individuals reported significantly higher fear of loss of social identity after 
death than surely attached individuals. It was also found that both anxious-ambivalent and 
avoidant individuals reported significantly higher fear ofthe unknown after death than securely 
attached individuals. In addition, Florian and Mikulincer (1998, Study 1) reported an inverse 
relationship between symbolic immortality and fear ofdeath; that is, the greater the sense of 
personal continuity and death transcendence, the lower the fear ofdeath. To explore the possible 
moderating impact ofattaclnnent style on the relationship between symbolic immortality and fear 
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ofdeath, Florian and Mikulincer (1998, Study 3) examined the correlations between the two 
variables for each attachment style: secure, anxious-ambivalent and avoidant. They only obtained 
a significant negative correlation between symbolic immortality and fear of death for securely 

attached individuals. Contrary to expectations, significant positive correlations between the 

, 
symbolic immortality and fear of death were observed in the two insecurely attached groups. 
Florian and Mikulincer (1998) concluded that, based on these findings, the association between 
symbolic immortality and fear ofdeath is not necessarily universal, as Lifton (1979) hypothesized, 
but moderated by other variables such as attachment style. Florian and Mikulincer (1998) also 
suggested the possibility that the measures used were not sensitive enough to uncover th~ below-
consciousness relationship. For example, they suggested that avoidant individuals' reduced direct 
expression of their fear ofdeath may be due to their tendency to rely on repression and denial 
(Kobak & Sceery, 1998; Mikulincer & Orbach, 1995; Shaver & Hazan, 1993), coping 
mechanisms that seem to be ineffective at a below-consciousness level. Given the inconsistency in 
the findings, further research is needed to clarifY the association between those variables and the 
moderating effects ofattachment style. 
Attachment, Affect Regulation and Self-Efficacy. 
Attachment theory is also a theory ofaffect regulation because it is concerned with how 
individuals regulate both positive and negative emotions (Schore, 1994, 2000). It is hypothesized 
that a secure attachment pattern provides individuals with the capacity for effective affect 
regulation (Ainsworth, 1989; Bowlby, 1988). Attachment disturbances are assumed to interfere 
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with such self-regulatory skills, creating difficulties with affect regulation (i.e., fear of emotions, 
fear of fear). Bowlby (1991) suggested that, as a consequence of dealing with unreliable or 
rejecting affectional figures, the child defensively excludes ~ertain attachments-related emotions 
from conscious processing. Later in life, individuals may have difficulty regulating such emotions 
when exposed to situations that give rise to them. Particularly, it is hypothesized that the anxious­
ambivalent working model may exaggerate individual's appraisal of adversities as threatening, 
irreversible and uncontrollable. Thus, when facing distressing situations, an individual with 
preoccupied attachment style is expected to feel overwhelmed with intense emotional responses 
(e.g., Ainsworth et aI., 1978; Bowlby, 1973; Mikulincer & Florian, 1998; Mikulincer et aI., 1990). 
Moreover, due to their hyperactive the attachment system, anxious-ambivalents tend to express 
their distress even when threats to their well being are not likely. Such tendency maximizes the 
chance that their inconsistent and ineffective caregivers will be available when help is needed 
(Cassidy & Mohr, 2001). 
From a different perspective, Bandura's self-efficacy fonnulation (1991) provides a 
framework to understand phenomenon of fear of emotions compatible with attachment theory 
assumptions. Specifically, Bandura proposed that individuals who believe they are able to exert 
control over perceived threats are more likely to engage in anxious thinking, to feel distressed and 
to be physiologically aroused when exposed to relevant stimuli. It follows, that individuals with 
low levels ofperceived self-efficacy to control their arousal changes or their emotional reactions 
develop fear of such reactions. Williams et aL (1997) hypothesized that panic vulnerable 
individuals' fear ofbodily changes results, not only from the belief that such physiological changes 
reflect serious health problems, but also the fear of losing control over their emotional and 
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behavioral reactions. The bodily changes accompanying the emotions become aversive 
conditioned stimuli or signals ofan impending doom (i.e., to go crazy, losing control and doing 
something embarrassing or dangerous). 
/i:c 
A growing number ofstudies with panic disordered individuals have provided empirical 
support for this application ofBan dura's self-efficacy hypothesis. Overall, the studies suggest that 
low coping self-efficacy with fear is associated with intense subjective reports of fear and greater 
physiological activity (e.g., Hoffart, 1995; Kinney & Williams, 1988). Also a number ofstudies 
have supported the attachment theory hypothesis that secure individuals are more tolerant of 
, 
distress, and more capable ofexperiencing negative emotions without feeling overwhelmed 
(Armsden & Greenberg, 1987; Kemp & Neimeyer, 1999; Mikulincer & Florian, 1998; Mikulincer 
et aI., 1993; Simpson, Rholes, & Nelligan, 1992). Compared with secure individuals, those with 
insecure attachment have been found to show more signs ofdistress when in disagreement and 
conflict with attachment figures (e.g., Feeney, 1996), and more distress in situations that may 
decrease the psychological distance from attachment figures. 
Attachment, Coping Styles and Generalized Self-Efficacy 
Attachment theory involves the hypothesis that the experience ofdistress activates 
internal working models ofattachment, and elicits coping styles which vary according to the 
individual's attachment style (Ainsworth et aI., 1978; Bowlby, 1988; Mikulincer, Florian, & 
Weller, 1993). Thus, the influence ofthe internal working model becomes more noticeable when 
the individual is in distress. In the case ofpanic disorder, cognitions about perceived threat (e.g., 
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getting ill, dying, going crazy) are likely to lead to attachment system activation. The four 
attachment patterns presumably determine the selection of individuals' preferred coping strategies 
with adverse experiences and distress (Ainsworth et aI., 1978; Bowlby, 1973; Mikulincer & 
Florian, 1995; Mikulincer et aI., 1990; Sable, 2000). 
According to attachment theorists (Ainsworth, 1989; Bowlby, 1988), positive early 
attachment experiences promote human development by providing the individual with a secure 
base from which to explore the extrafamilial world. As a consequence, securely attached children 
not only learn to trust the world and to seek support in moments ofdistress, but also develop 
competencies such as affect regulation and problem solving (Kobak & Sceery, 1988). These 
competencies and perception ofcontrol may later evolve into stable personality traits, such as 
optimism, internal locus ofcontrol, and generalized (i.e., cross-situational, cross domain) 
self-efficacy (Lopez, Watkins, Manus & Hunton-Shoup, 1992). Bouton et aI. (2001) suggested 
that such sense ofmastery and control may increase individuals' resilience against anxiety. 
Secure attachment coping. Secure attachment has been conceptualized as an inner 
resource to cope effectively with stressful life experiences (Bowlby, 1988; Mikulincer & Florian, 
1998). It has been hypothesized that secure attachment individuals cope with distress mainly by 
acknowledging it, enacting problem-solving strategies, and, ifappropriate, turning to others for 
instrumental or emotional support (Bowlby, 1988; Kobak & Sceery, 1988; Shaver & Hazan, 
1993). It is widely accepted among researchers and clinicians that, in most situations, 
problem-focused coping is positively associated with adjustment (e.g., Folkman, Lazarus, Gruen, 
& DeLongis, 1986; Nezu, Nezu, Saraydarian, Kalmar & Ronan, 1986; Nezu & Ronan, 1985). 
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Secure attachment is associated with generalized self-efficacy as it also leads to feeling confident 
in the ability to overcome obstacles that interfere with the fulfillment ofthe individual's goals 
(Florian & Mikulincer, 1998). 
Alternatively, insecure attachment has been conceptualized as a risk factor for successful 
coping with life stressors because it compromises the individual's capacity for affect regulation 
and problem solving (Bowlby, 1973; Sable, 2000; Shaver & Hazan, 1993). In addition, early 
disruptions in the family envn-onment may undermine children's sense ofgeneralized self-efficacy 
and the sense of the world as contingent and responsive. 
Anxious-ambivalent attachment coping. Anxious-ambivalent individuals tend to cope with 
distress by using mainly emotion-focused strategies aimed at reducing then- negative emotion, 
rather than focusing on solving the problem (Mikulincer & Florian, 1998). Specifically, under 
distress, anxious-ambivalent individuals become hypervigilant toward the source ofdistress, to 
ruminate on negative thoughts and feelings, and to seek social support as an emotion-focused 
coping strategy (Kobak & Sceery, 1988; Mikulincer & Orbach, 1995; Shaver & Hazan, 1993). 
Then- main coping strategy is hyperactivation; that is, the exaggeration of then- attachment 
behavior in order to obtain the attention of attachment figures who are inconsistently available 
(Cassidy & Mohr, 2001). 
Fearful attachment coping. Fearful individuals seem to experience adversities in a similar 
way than preoccupied individuals do. However, they differ in that the fearfully attached 
individuals tend to deal with distress by relying mainly on dn-ect withdrawal strategies; they avoid 
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support-seeking for fear ofrejection (Collins & Feeney, 2000). 
Dismissing attachment coping. Dismissing individuals cope with adversities by limiting the 
acknowledgment oftheir emotional distress and by inhibiting their emotional expressions 
(Bowlby, 1973; Kobak & Sceery, 1988; Main, Kaplan & Cassidy, 1985; Shaver & Hazan, 1993). 
When facing adversities, individuals with dismissing style rather rely on problem-focused 
strategies, emphasizing self-reliance and autonomy. Because they display a strategy of 
deactivation ofattachment feelings, they tend not to seek instrumental or emotional support from 
others; thus, under distress individuals with a dismissing orientation are more likely to distance 
themselves from others rather than to seek support. Furthermore, they tend to detach themselves 
from their attachment figures, thus relying on distancing withdrawal coping strategies (Bowlby, 
1973; Kobak & Sceery, 1988; Mikulincer & Florian, 1998). 
Disorganized attachment coping. Individuals with a disorganized pattern did not perceive 
themselves as competent to deal with distress. They appear to display a combination of 
hyperactivating and deactivating attachment strategies (Hesse, 1999; Lyons-Ruth & Jacobvitz, 
1999). Presumably, disorganized-disoriented individuals are even more inept than those with 
other insecure attachment styles to cope effectively with their developmental tasks (Cassidy & 
Mohr, 2001). Such difficulty is due not only to their underdeveloped capacity ofaffect regulation 
and inability for self-soothing when frightened, but also, because they are cognitively immature. 
It is hypothesized that because the unsolvable conflict they face, these children develop 
incompatible parallel cognitive and attentional processing marked by deficient reasoning, 
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inappropriate discourse, and unusual attention to details, which undermine the development of 
mature-coping strategies (Cassidy & Mohr, 2001). A few preliminary studies have reported 
associations between children's disorganized attachment and the immature quality of their 
cognitive functioning (e.g., Jacobsen, Edelstein, & Hoffinan, 1994; Jacobsen, Huss, Fendric~ 
Kruesi & Ziegenhain, 1997). Further research is needed to clarifY the role ofcogcltive 
processing associated with this type ofattachment style. 
An increasing number of studies have supported the hypothesized link between 
attachment styles and coping strategies. Secure attachment individuals have been found to cope 
better with interpersonal loss due to divorce than insecure attachment (anxious-ambivale~t and 
fearful styles) individuals. Secures appraise the situation in a less threatening way than insecures, 
reported less overall distress, perceived themselves as more capable ofcoping with the separation, 
and tended to use more adaptive coping strategies (e.g., support-seeking and problem-solving; 
Birnbaum, Orr, Mikulincer, & Florian, 1997). In a stress manipulation study by Simpson and 
colleagues (Simpson et al., 1992), it was found that, when facing fear, secure women displayed 
the predicted support-seeking behaviors, whereas women with an avoidant style demonstrated 
tendency to the opposite. A lack ofa consistent pattern was observed in anxious-ambivalent 
individuals. 
Kemp and Neimeyer (1999) did not find support to the hypothesized relationship between 
dismissing attachment style and coping through distancing oftheir emotional experience. In 
addition, they did not find that secure style individuals used more social support seeking than 
individuals with other attachment styles. These researchers suggested that such lack of association 
may be due to the low internal consistency ofthe coping measurement used, or to the low to 
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moderate levels ofdistressful reported by the college students sample. Research findings suggest 
that securely attached individuals show increased use of social support only under high level of 
distress, but not under low level (Simpson et aI., 1992). They found support for the predicted 
association between attachment style and level ofpsychological distress. Specifically, securely 
attached individuals reported significantly lower levels ofdistress compared with fearful and 
preoccupied styles. A number ofmethodological limitations of that study make difficult 
interpreting their results. Such shortcomings include the use of a global self-report measure of 
attachment, a retrospective assessment of interpersonal stress, and the use ofthe Ways ofCoping 
Inventory (Folkman & Lazarus, 1985, 1988), which assesses coping with regard to a specific 
situation. 
Attachment Disturbances and Anxiety Disorders 
Attachment theorists have suggested that experiences within the family are believed to 
form the basis for the development ofa sense ofmastery over their environment (Ainsworth, 
1989; Bowlby, 1980). Specifically, children's perception ofcontrol and predictability are mainly 
based upon the responsiveness ofthe environment, and particularly ofthe attachment figures. 
According to Bowlby (1973), the attachment process represents a protective and survival bond, 
and separation anxiety is an innate response to prevent breaking such a bond. Disruptions in the 
early attachment relationships undermine children's sense ofself, as worthy and competent, and 
sense of others and the world, as responsive and dependable. Consequently, a major source of 
anxiety and distress for the child is separation or the threat ofseparation from loved figures. 
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Bowlby (1973) suggested that some types offamily environments are more likely than 
others to promote anxiety in children. Particularly, families in which parents overprotect their 
children by not letting them go and do things that most children the same ages are allowed to do. 
Overprotection is caused by the parents' own fear of the world, the child's presumed physical 
and/or emotional weakness as compared to other children, and their expectation that their 
children will be harmed ifthey are not close to protect them. Also, anxiety is likely to be 
promoted in those families in which, children worry about their parents' survival or about being 
abandoned due to threats ofdesertion (e.g., suicide threats, parental fighting, abandonment 
threats) or due to being exposed to actual family situations oftemporary or permanent 
abandonment (e.g., death, chronic health problems, alcoholism, psychoses, divqrce). 
Such attachment hypotheses are consistent with the cognitive-behavioral contj;:ntion that a 
history ofexposure to unpredictable and uncontrollable aversive events has been posited to be 
important for the deVelopment ofpathological anxiety (e.g., Barlow, 1988; Bouton et aI., 2001; 
Mineka & Zinbarg, 1996; Peterson, Maier, & Seligman, 1993). Moreover, some cognitive­
behavioral theorists have suggested similar hypotheses as possible developmental roots ofpanic 
and agoraphobia (e.g., Goldstein & Stainback, 1987; Guidano & Liotti, 1983). Chorpita and 
Barlow (1998) suggested that early experiences with unavailable or inconsistent reinforcement, 
combined with temperamental variables, will originate a cognitive diathesis that increases the 
likelihood ofperceiving ambiguous or threatening events as uncontrollable, an interpretation that 
intensifies anxiety. Through that mechanism, internal cues changes associated with physical 
arousal or other experiences are more likely to become phobic stimuli. 
Feeney (1996) found a link between parental bonding and attachment styles, as well as 
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with the two attachment dimensions, anxiety and comfort with closeness (avoidance). The results 
indicated that parental care and lack ofoverprotection were associated with secure attachment. 
Bowlby (1973) proposed that, with the exception ofspecific phobias, the different types of 
anxiety disorders have their origin in the individuals' experiences as children regarding the 
availability ofthe attachment figures. Unavailable or inconsistently unavailable parents seem to 
foster the development ofa preoccupied attachment style and symptoms of anxiety (Cassidy, 
1995). Thus, attachment theory does not suggest any specific association ofa type attachment 
disturbance and panic disorder; instead, it conceptualizes attachment disturbances as a general 
diathesis for anxiety and for psychopathology in general. 
Elaborating on Bowlby's attachment theory, Guidano (1987) proposed that cognitive bias 
observed in agoraphobic patients stem from a failure to develop a balanced and effective interplay 
between the experiences ofattachment and separation. At present, however, there is no empirical 
evidence indicating that a specific association between attachment disturbances and panic disorder 
does exist (Shear, 1996). 
Purpose ofthe Study 
The primary purpose ofthe present study is to attempt to establish a link between adult 
attachment dimensions ofanxiety and avoidance and attachment-related constructs with panic 
disorder. If attachment disturbances do confer vulnerability to panic, then it becomes important to 
empirically establish their relationship, and to understand the potential mechanisms through which 
attachment operates in order to generate such vulnerability. At present, such associations remain 
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unexplored. 
The relationship between attachment disturbances and panic disorder is best explored on 
the basis ofcomparisons with other anxiety disorders and nonclinical-controls acting as reference 
groups. Specifically, the study compared panic disordered individuals with social phobics, 
specific phobics, and a nonclinical sample. The four groups were compared in attachment, fear of 
emotions, fear ofbodily changes, preferred information processing styles, and attitudes toward 
death. 
The rationale roup is that they have important interpersonal 
conflicts, and probably experience attachment problems; however, the majority ofsocial pho bies 
do not suffer from spontaneous panic attacks, do not avoid nonsocial situations, and are'not 
particularly concerned with dying as panic disordered individuals typically report (Ma,nnuzza, 
Fyer, Liebowitz & Klein, 1990; Munjack, Brown, & McDowell, 1987; Page, 1994; Sanderson, 
DiNardo, Rapee & Barlow, 1990) .. 
The specific phobia group will consist of individuals with flying phobia. The rationale for 
this group is that flying phobics usually share with most panic disordered individuals their fear of 
dying as a result of a plane crash, and to a lesser extent, their claustrophobia or fear of losing 
control (Wilhelm & Roth, 1997; Van Gerwen, Spinhoven, Diekstra & Van Dyck, 1997). 
However, for flying phobics the main fear involves external aspects offlying (Le., crashing), 
whereas for panic disordered individuals the main concern is the anticipation ofa panic attack 
inside the plane (McNally & Louro, 1992; Wilhelm, & Roth, 1997). In addition, panic disorder 
and fear of flying can be distinguished in that flying phobics typically do not experience 
spontaneous panic attacks and do not avoid being away from familiar places or avoid other 
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agoraphobic situations such as shopping malls, churches~ and theaters (Van Gerwen et al. 1997). 
Moreover, flying phobics without a history ofpanic disorder have been found to be 
indistinguishable from nonphobic controls in terms ofanxiety sensitivity, agoraphobic cognitions, 
general anxiety or depression (McNally & Louro, 1992; Wilhelm & Roth, 1997). 
Research Questions 
The general questions addressed in this study were: (1) Are attachment disturbances 
associated with panic disorder? (2) Is that association specific to panic disorder? (3) Are 
attachment measures empirically associated to other conceptuality related constructs? The specific 
questions addressed were: 
1. Do differences exist among anxiety-disordered participants in attachment-related 
anxiety and attachment-related avoidance as compared to nonclinical controls? 
2. Do differences exist among panic disordered individuals, social phobics, and specific 
phobics in attachment-related anxiety and attachment-related avoidance? 
3. Do differences exist among panic disordered individuals social phobics, specific 
phobics and normal controls on fear ofemotions, fear ofbodily changes, information processing 
style, fear ofdeath, generalized self-efficacy and social self-efficacy? 
4. What is the best combination of attachment dimensions and related constructs that 
discriminate among the four groups? 
5. What is the nature and extent of the association between the scores on the attachment 
dimensions with fear ofbodily changes, fear ofemotions, information processing style, fear of 
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death and generalized self-efficacy? 
6. What are the nature and extent of the association between fear ofbodily changes, fear 
ofemotions, information processing style, fear ofdeath and generalized self-efficacy? 
Hypotheses 
The general argument advanced in this study is that the unique symptomatology ofpanic 
disorder, which allows a differential diagnosis with other anxiety disorders, is associated with 
specific causal mechanisms, including the possibility ofparticular combination ofnonspecific risk 
factors. The main hypotheses ofthe study were: 
1. Attachment theory does not suggest a specific relationship between anxiety attachment 
or avoidance attachment to panic, but a nonspecific association. Typically, panic disordered 
individuals experience fear ofbeing away from a safe person, which suggests the possible 
presence ofhigh attachment-related anxiety. Thus, it was expected that panic participants would 
report significantly greater anxiety attachment than nonclinical controls. 
2. Panic disordered participants and social phobics would have significantly higher 
attachment-related avoidance than nonclinical controls. 
3. Panic disordered participants would have significantly greater fear oflosing control 
over their emotions than social phobics, specific phobics, and nonclinical controls. 
4. Panic disordered participants would have significantly higher anxiety sensitivity (fear of 
bodily changes) than social phobics, specific phobics, and nonclinical controls. 
5. Panic disordered participants would have significantly greater fear ofdeath than social 
38 Attachment and Panic Disorder 

phobics, specific phobics, and nonclinical controls. 

6. Panic disordered participants would report significantly greater use ofexperiential 
information processing style under stress than social phobics, specific phobics, and nonclinical 
controls. 
7. Panic disordered participants would report significantly lower generalized self-efficacy 
than social phobics, specific phobics, and nonclinical controls. 
Based on attachment theory, it was hypothesized that individuals high on attachment-' 
related anxiety, experienced more difficulties regulating emotions (fear ofemotions), fear of 
bodily changes, predominance ofemotion coping strategies, low general self-efficacy and fear of 
death. Hence, some additional hypotheses of interest were formulated: 
8. High levels ofattachment-related anxiety were expected to show a positive significant 
correlation with negative attitudes towards death anxiety, fear of emotions and fear of bodily 
changes. 
9. High attachment-related anxiety scores were expected to show a negative significant 
correlation with generalized self-efficacy. 
10. Attachment anxiety would correlate significantly in a negative direction with social 
self-efficacy. 
11. Attachment avoidance would correlate significantly in a negative direction with social 
self-efficacy. 
12. Participants with low levels ofattachment anxiety and avoidance attachment would 
report low levels of depression. 
13. Participants with low levels of attachment avoidance would report low levels of 
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depression. 
14. The tendency to use experiential information processing when coping with stress 
would be positively associated with low generalized perceived self-efficacy. 
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Method 
Participants 
Clinical samples. Participants were 25 individuals with a primary diagnosis ofpanic 
disorder (with and without agoraphobia), 25 individuals with a primary diagnosis of social phobia, 
25 individuals with a primary diagnosis ofspecific phobia (fear offlying), and 25 nonclinical 
volunteers as a comparison group. Given the high degree ofcomorbidity observed among anxiety 
disorders, Brown and his colleagues (e.g., Brown, Antony & Barlow, 1995; Brown, Chorpita, 
Korotitsch, & Barlow, 1997) have suggested that a principal or primary diagnosis selection 
critena is preferable over an exclusive diagnosis criteria. Excluding panic disorders with comorbid 
disorders would compromise the external validity of the comparisons. 
Similar to the procedure used by Brown et aI., (1995), the diagnostician made ajudgment 
about the clients' principal complaint based upon the degree ofdistress and interference 
associated with the diagnosis on a scale from 0 to 8. The primary diagnosis was the one that 
receives the highest clinical severity rating. To be included in any ofthe three diagnosis groups, 
participants were required to have a principal diagnosis with a severity rating of 4 or higher (i.e., 
moderate, or higher). Secondary comorbid diagnoses were established when symptoms were 
deemed to meet formal DSM-IV criteria for the diagnosis. 
Inclusion criteria. To be included the present study, anxiety disorders participants had to 
meet the Diagnostic and Statistical Manual ofMental Disorders (DSM-IV; American Psychiatric 
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Association, 1994) criteria for one of the three diagnostic groups mentioned above as their 
principal diagnosis. Diagnostic assessment was based on a structured diagnostic interview using 
the SCID Screen Patient Questionnaire-Extended (SCID SSPQ-X; First, Gibbon, Williams, & 
Spitzer, 2000); the SCID is a computerized interview schedule designed to comprehensively' 
evaluate the DSM-IV disorders. Participant ages ranged between 18 and 65 years old. They met 
the minimum seventh-grade education requirement in order to complete the assessment 
instruments unassisted. Males and females participated in the study. 
To qualifY for a particular diagnosis, the following conditions were met: a) On the 
semi-structured interview, participants indicated that their primary complaint was relevant to the 
study; that is, either spontaneous panic attacks, social anxiety or fear of flying; b) On the semi­
structured interview, participants indicated that the primary complaint produced at least 4 m a 
rating scale of0 (none) to 8 (severe) SUbjective units ofdisturbance; c) the SCID SSPQ-X 
Diagnostic Report must have generated a diagnosis consistent with the hypothesized diagnostic 
category for each patient. For example, patients complaining ofspontaneous panic attacks 
obtained a "likely" diagnosis ofPanic Disorder or Agoraphobia Avoidance. Patients,complaining 
of social fears obtained a "likely" diagnosis of Social Phobia, and patients complaining of fear of 
flying obtained a "likely" diagnosis of Specific Phobia. Information obtained through the other 
screening instruments was also used to clarifY questions regarding primary and secondary 
diagnoses. 
Participants' diagnoses were made by an advanced doctoral student in clinical psychology 
with extensive training in anxiety disorders in consultation with one of three clinical supervisors, 
all ofwhom were licensed psychologists and diplomated in clinical psychology. There was 
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complete agreement between the author and the clinical supervisors for the primary and secondary 
diagnoses. 
Exclusion criteria. Exclusion criteria to participate in any ofthe three anxiety groups 
included: a) actively psychotic or psychotic features or bipolar disorder; b) being diagnosed with a 
metabolic hormonal disorder, seizure disorder, hypoglycemia, Meuniere syndrome, 
pheochromocytome, cardiovascular disease, hyper or hypothyroid disorders, brain and lung 
tumors; (c) no depressive disorder, or any other psychiatric disorder, severe enough to require 
immediate psychological treatment. Patients with severe depression were referred to local clinics 
for treatment; (d) being currently diagnosed with substance dependence disorder; and (e) 
participants who met the criteria for more than one primary diagnosis. To qualifY as a fear of 
flying participant, candidates must have reported that their main fear of flying was the possibility 
of a plane crash, fear oflosing control inside the aircraft, heights or claustrophobia. Candidates 
whose main fear of flying was to have a panic attack inside the plane and with a history of 
spontaneous panic attacks were not included in the study. 
Nonclinical sample. Nonclinical participants were also evaluated with the SCID SSPQ-X 
and semi-structured interview. Eligibility requirements for nonclinical controls included: (a) ages 
18-65; (b) no current or lifetime history ofpsychiatric diagnosis; (c) no medical history of 
relevant general medical conditions, including heart disease, respiratory disease, renal disease, and 
endocrine disorders. A self-report information sheet was used to obtain this information. None of 
the nonclinical controls were taking psychotropic medications. 
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Recruitment. Anxiety disorder patients were recruited through several outpatient mental 
health clinics and primary care clinics in Northeastern Pennsylvania. Nonclinical participants 
were recruited through advertisements posted in the community, seeking individuals without a 
history of psychiatric problems for a mental health research study. Nonclinical controls were 
compensated $20 for their participation. 
Design 
The study included two types of experimental designs: 1) A cross-sectional correlational 
design which examines relationships that have occurred naturally. In this type ofdesign; 
participants with a disorder are compared with participants who do not have the disorder in 
question on variables of interest (Alloyet aI., 1999); 2) Subject-Selection design (Kazdin, 1992) 
in which participants are selected because of their particular characteristics (e.g., patients with a 
particular diagnosis). The purpose of such studies is to understand or describe unique features of 
the population regarding the dimensions of interest as compared with one or more groups. This 
type ofdesign is used when the investigator attributes the group differences to a particular 
construct. 
Instruments 
Screening-Related Instruments 
Diagnosis will be established based on the data collected through a variety of sources. 
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Instruments involved a computerized structured interview and established questionnaires 
measuring the symptom domains ofrelevant diagnosis for this study: panic disorder, social 
pho bia, and flying phobia. 
SCID Screen Patient Questionnaire-Extended. Diagnoses and subsequent assignment of 
participants to groups were based on a computerized version ofthe Structured Clinical Interview 
(SCID) for DSM-III-R Axis I disorders (Spitzer, Williams, Gibbon & First, 1987): the SCID 
Screen Patient Questionnaire-Extended (SSPQ-X; First et aI., 2000). The SCID SSPQ-X is a . 
589-question interview intended to evaluate DSM-IV Axis I symptoms in patients aged 18 years 
and older. The questions are formulated at a seventh-grade reading level. 
The SCID has consistently shown very good validity and reliability. Kappa coefficients 
have ranged between .74 and .90 indicating excellent agreement between examiners (e.g., Basco, 
Bostic, Davis, et al., in press; Cloitre, Heimberg, Liebowitz & Gitow, 1992; Jacobson, Dobson, 
Truax, et al., 1996). Similar results have been reported by a number of researchers using 
percentages ofinterrater agreement with a variety ofdiagnosis, including panic disorder (e.g., 
94% for anxiety disorders; Skre, Onstad, Torgersen, & Kringlen, 1991). Reported test-retest 
reliability with inpatients and outpatients have ranged between (weighted kappa) .61 and .68 
(Williams et at., 1992). The SCID SSPQ-X retained the same answer format than the SCID, 
except that is computer-administered. That is, participants were required to enter their responses 
using a computer keyboard. Consequently, it was expected that there would be a minirnalloss of 
reliability and validity. 
The SCID SSPQ-X, which takes approximately 45 minutes to administer, assesses 
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anxiety disorders (including those due to a general medical condition), mood disorders, substance 
abuse disorder somatofonn disorders, eating disorders and psychotic symptoms. 
Semi-structured Interview. The semi-structured interview was conducted by the 
I 
researcher. The interview was mainly based on the answers provided on the General Information 
Form and the SCID SSPQ-X. Participants reported age, gender, education, ethnicity, religious 
background, and household income. The interview clarified issues pertaining to: (1) participants' 
medical status. Individuals diagnosed with any of the medical disorders listed on the General 
Information Fonn were excluded from the study; 2) participants' primary diagnosis and secondary 
diagnoses; and (3) participants' lifetime history ofthe disorders (i.e., prevalence ofpanic 
attacks). 
Panic Attack Questionnaire-Revised. The Panic Attack Questionnaire-Revised (PAQ-R; 
Cox, Endler, Swinson & Norton, 1992; Norton, 1995) is a self-report questionnaire aiming to 
assess different aspects ofpanic phenomenology. The PAQ-R is a modification ofan earlier 
version, the Panic Attack Questionnaire (PAQ: Norton, Doward & Cox, 1986). Both, the PAQ, 
and later, the P AQ-R have been extensively used as a screening device for panic disorder (e.g., 
Brown & Cash, 1989; Norton, Cox & Malan, 1992; Norton, Pidlubny, & Norton, 1999; 
Zvolensky, Hefiher, Eifert, et aI., 2001). In order to create a common understanding ofthe tenn 
"panic attack" among individuals taking the P AQ-R, the test started by describing what 
constitutes a panic attack according to the Diagnostic and Statistical Manual ofMental Disorders 
(DSM-IV; American Psychiatric Association, 1994). Based on that information, individuals 
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conduct their self-evaluation. 
Brown and Cash (1989) demonstrated that the PAQ's vague definition ofpanic attack, 
which failed to convey the essential features ofuncued panic, led to an overestimation oftheir 
occurrence. Morever, Brown and his colleagues (Brown & Cash, 1989; Brown & Deagle, 1994) 
found that a more precise definition ofa panic attack, resulted in a significantly smaller percentage 
of subjects reporting past panic experiences. Consequently, as recommended by several 
researchers (e.g., Brown & Cash, 1989; Berg, Shapiro, Chambless & Ahrens, 1998), this study 
will use Brown and Cash's description of a panic attack to facilitate differential self-diagnosis, and 
to reduce false positive panic attack history. 
The first assessment area of the PAQ-R is frequency ofpanic attacks. Specifically, it 
assesses the number ofpanic attacks experienced during the past year, past 4 weeks, and during 
the worst 4-week period. The present study followed Brown and Cash's (1989) recommendation 
to count the frequency ofpanic attacks in a time period as follows: The scoring for panic attack 
frequency in the past 4 weeks or the past year was equal to the actual number ofpanic attacks 
reported by the participant. However, in the event that the participant chose the option "10 or 
more panic attacks," then the score was registered as 11 (Brown & Cash, 1989). 
Participants are asked to indicate on a 5-point Likert scale (0 - 4) the severity (from "not 
at all" to ''very severe") of26 symptoms during a panic attack. A mean severity score was 
computed, which represented the person's average rating ofall 26 possible symptoms. This 
variable was computed only for those participants who reported having experienced a panic 
attack. 
An additional measure to reduce the possibility ofa false positive was to follow Norton et 
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al. ' s (I 999) reconunendation, that participants classified as having a positive history ofpanic 
attacks were those who reported having had a panic attack, and endorsed at least 4 out of the 13 
DMS-IV panic symptoms ofa moderate intensity (Le., 2 or greater). 
The P AQ-R also evaluates the presence ofagoraphobic behavior due to panic attacks and 
the degree to which their attacks have affected their lives. In an additional section ofthe PAQ-R, 
participants are asked to use a 5-point Likert scale to indicate the time period for the panic attack 
to peak, percentage ofpanic attacks with an onset of less than 10 minutes and the average 
duration of the attacks. The final section explores five open-ended questions: a) wether the 
participant has ever taken medication as treatment for panic, b) what was the context (loc'ation~ 
activities) when the first panic attack occurred, as well as it symptomatology, c) ifthe individual 
was under unusual stress when the first attack occurred, and, d) if the individual has been treated 
for any ofseveral illnesses and mental disorders. 
Factor analysis of the Panic Attack Questionnaire (Norton et aI., 1986), conducted by 
Whittal, Suchdayand Goetsch (1994) revealed four factors: (1) panic cognitions (29.8% of 
variance accounted for); (2) sensory symptoms associated with panic (9.5% of the vflriance 
accounted for); (3) autonomic symptoms associated with panic (7.2% of the variance accounted 
for), and (4) respiratory/cardiovascular symptoms associated with panic (6.9% of the variance 
accounted for. Alpha coefficient for each of the factors was: .77 (panic cognitions), .72 (sensory 
symptoms), .67 (autonomic symptoms), and .63 (respiratory/cardiovascular symptoms). 
Social Phobia and Anxiety Inventory. The Social Phobia and Anxiety Inventory (SP AI; 
Turner, Beidel, & Dancu, 1996; Turner, Beidel, Dancu & Stanley, 1989) is a 45-item 
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questionnaire designed to assess various components ofsocial phobia, including overt behaviors, 
cognitions and physiological responses. Using a scale from 0 (never) to 6 (always), participants 
indicate how frequently the behavior described in each item applies to themselves. The SPAI 
consists oftwo subscales: one assesses social phobia (SP: 32 items), and the other assesses 
agoraphobia (Ag: 13 items). The purpose of the agoraphobia scale is to assist in differentiating 
individuals with social phobia from those with panic disorder and agoraphobia. The total score is 
obtained by subtracting the scores on the Agoraphobia subscale from the Social Phobia subscale 
scores. According to Beidel, Turner, Stanley, and Dancu (1989), such procedure allows a more 
precise measure of social phobia because it avoids confusing fears in social situations that result 
from anxiety ofhaving a panic attack in those situations from true social fears. In addition to the 
total score, the SP AI produces a cognitive score and a behavioral score. The two weeks test­
retest reliability was adequate fort the SP AI total score (r = .86, p <.001) and subscales (SP 
subscale, r = .85,p <.001; Ag subscale, r == .74, P < .001). SPAI internal consistency was 
assessed using Cronbach's alpha. For the SP subscale, alpha coefficient was .96 and for the Ag 
subscale, alpha was .85 (Turner et aI., 1996). It has been found that the SPAI successfully 
discriminates social phobics from normal controls (Beidel, Bordon, Turner, & Jacob, 1989; Tuner 
et aI., 1989). In addition, Turner and colleagues found that SPAI scores distinguished social 
phobics from panic disordered and obsessive-compulsive individuals (Turner et aI., 1989). The 
SPAI score have been found to correlate moderately (r = .47,p < .001) with daily ratings of 
general distress in social situations which indicates adequate concurrent validity (Beidel et aI., 
1989). Also, Hebert, Bellack, and Hope (1991) reported significant positive correlations ofthe 
SPAI subscales with other measures of social anxiety and avoidance (i.e., Fear ofNegative 
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Evaluation, Social Avoidance and Distress, Social Anxiety Scale). Finally, the SPAI has 

demonstrated to be sensitive to treatment effects (e.g., Beidel, Turner, & Cooley, 1993). 

Beck Depression Inventory-II The Beck Depression Inventory (BDI; Beck, Ward, 
Mendelson, Mock, & Erbaugh, 1961), is 21-item self-report instrument designed to assess the 
affective, cognitive, physiological, and motivational features ofdepression, in terms ofboth, 
presence and severity. Each item is rated on a 4-point scale (0-3) yielding a summary score that 
ranges from 0 to 63. The higher the score, the more severe the depression. The BDI has shown 
adequate internal consistency reliability with alpha coefficients for psychiatric patients ranging . 
from.76 to .95 (Beck Steer & Garbin, 1988). The BDI has also shown adequate test-retest 
reliability with correlations ranging from .60 to .86 (Beck, Steer, & Garbin, 1988). The present 
study will use the second edition ofthe BDI referred to as the BDI-II (Beck, Steer & Brown, 
1996). The BDI-II is also a 21-item scale, but it contains some changes that made it more 
compatible with the DSM-IV criteria. The changes in the BDI-II include: (a) the time frame to 
self-assess depressive symptomatology was changed from 1 to 2 weeks to increase temporal 
compatibility with the DSM-IV; (b) four ofthe original items were removed from the inventory 
(body image change, work difficulty, weight loss, and somatic preoccupation); (c) two items were 
relocated; (d) the wording of 17 response alternatives was modified; and (e) each BDI-II item 
contains a header meant to help the examinee focus on the purpose ofthe statement. The BDI-II 
has also shown high internal consistency, with alpha coefficients ranging from .91 to .93 (Beck et 
at, 1996; Dozois, Dobson, & Ahnberg, 1998). Also, adequate content validity and factorial 
validity has been reported. The correlation between the BDI and the BDI-II is elevated (.93; 
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Dozois et aI., 1998). Factor analysis of the BDI-II pro:vided a two factor solution 
corresponding to Somatic-Affective and Cognitive symptoms in a psychiatric sample and, 
Somatic-Vegetative and Cognitive-Affective solution in a student sample (Beck et aI., 1996; 
Dozois et aI., 1998). 
Flight Anxiety Situations Questionnaire. The Flight Anxiety Situations Questionnaire 
(FAS; Van Gerwen, Spinhoven, Van Dick, & Diekstra, 1999) is 32-item scale assessing fear of 
flying. The FAS consists ofthree subscales: (a) Anticipatory Flight Anxiety (12 items), assessing 
the anxiety experienced when a person anticipates flying up to the time the flight is about to start 
(takeoff is announced); (b) Inflight Anxiety (10 items), which is the anxiety experienced during 
the flight (from taking off to landing); and (c) Generalized Flight Anxiety (7 items), which 
evaluates the overall anxiety associated with airplanes, regardless ofpersonal involvement in a 
flight. For each item, subjects use a 5-point scale to indicate their degree offear: 0 = no anxiety to 
5 = overwhelming anxiety. Factor analysis of the FAS provided a three-factor solution, which 
accounts for 70% of the variance; the factors were consistent with the three previously defined 
subscales. A total score offear offlying was obtained by adding up the scores on the three fear of 
flying subscales. 
FAS subscales have adequate internal consistency with Cronbach's alphas of .88, .95, and 
.97 for Anticipatory Flight Anxiety, Inflight Anxiety and Generalized Flight Anxiety, respectively. 
FAS test-retest reliability for each of the scales was very good: .90 (Anticipatory Anxiety); .92 
(Inflight Anxiety); and .90 (Generalized Anxiety). Content validity was assessed through five 
experts working with fear-of-flying patients. Items were consistently rated as very relevant and 
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representative. In Van Gerwen et al.'s 1999 study, the FAS subscales showed adequate 
convergent validity as it correlates positively with the first part ofthe Fear Questionnaire (Marks 
& Mathews, 1979) which measures avoidance ofplanes, with the Visual Analogue Flight Anxiety 
Scale (Van Gerwen it aI., 1999), and with the Flight Anxiety Modality scale (Van Gerwen et al., 
1999); correlations ranged from .14 to .46. A total FAS score was computed by adding the three 
subscale scores. 
Hypotheses Related Instruments 
Experiences in Close Relationships Inventory (ECR; Brennan et aI., 1998). Due'to the 
methodological problems associated with the use of attachment typologies, a continuous, rather 
than a categorical, assessment instrument was used. Current attachment was measured by the 
ECR, which is a 36-item self-report instrument designed to assess attachment in adult romantic 
relationships. The ECR inventory includes two subscales: (a) Avoidance, (18 items), which 
assesses discomfort with closeness and dependency, avoidance ofintimacy, and self-reliance (e.g., 
"I get uncomfortable when a romantic partner wants to be very close." "I prefer not to show my 
partner how I feel deep down.") and, (b) Anxiety, (18 items) which assesses preoccupation and 
fear ofabandonment, fear of rejection, and jealousy (e.g., "I worry about being abandoned." "I 
worry a lot about my relationships."). Participants respond on a 1- to 7-point Likert scale (l = 
Disagree strongly, not at all like me; 7 = Agree strongly, very much like me) indicating the extent 
to which they agree with each statement. 
The ECR produces two scores, Anxiety, which ranges from 1 (low anxiety) to 7 (high 
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anxiety), and Avoidance, ranging from 1 (low avoidanc~) to 7 (high avoidance). The two 
subscales were statistically derived out ofa pool of 323 items pertaining to 60 attachment 
subscales, from 14 different instruments, which measured 60 different attachment constructs. 
Principal component finalysis on the original pool of items revealed two higher-order factors 
which accounted for 62.8% of the variance in the 60 subscales. These two factors were found to 
be essentially independent with a correlation between them of0.12. The final scale was comprised 
of36 items. Factor analysis revealed the same two factors, anxiety and avoidance, the correlation 
between the two subscales was 0.11, and their correlations with the parent factors were 0.95 for 
both subscales. The ECR subscales correlate significantly with other established attachment 
measures (e.g., Brennan & Shaver, 1995; Collins & Read, 1990; Feeney, Noller & Hanrahan, 
1994; Griffin & Bartholomew, 1994b; Rothbard, Roberts, Leonarq, & Eiden, 1993; West & 
Sheldon-Keller, 1994). The subscales have high internal consistency as factor analyses conducted 
in each half of the sample that led to an identical factor structure and identical items loading on 
each factor. 
A hierarchical and nonhierarchical clustering procedure using the two higher-order factors 
revealed four distinct groups of individuals. The patterns of scores on the avoidance and the 
anxiety dimensions ofeach cluster resembled Bartholomew and her colleagues (Bartholomew & 
Horowitz, 1991) four attachment category model, secure (low on both, avoidance and anxiety), 
fearful (high on both dimensions), preoccupied (low on avoidance and high on anxiety), and 
dismissing (high on avoidance and low on anxiety). This recently developed attachment scale was 
normed in a large college student population (n ::::: 1,085; 682 women, 403 men), and has never 
been tested in a panic disordered population. 
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Body Sensations Questionnaire-Modified. The Body Sensations Questionnaire-Modified 
(BSQ-M; Williams et aI., 1997) is a 21-item self-report questionnaire containing a list of bodily 
sensations associated with autonomic arousal. Goldstein and Chambless (1978) hypothesized that, 
after experiencing pan1c attacks, patients are believed to become hypersensitive to their bodily 
changes. The BSQ-M is based on the Body Sensations Questionnaire (BSQ; Chambless et at, 
1984). The BSQ-M increased the BSQ original number of bodily sensations from 17 to 21 in 
order to meet the DSM-IV American Psychiatric Association (1994) criteria for panic attack; the 
new items are: (1) trembling or shaking; (2) choking; (3) flushes and chills; and (4) chest pain. 
The BSQ-E assesses anxiety sensitivity; that is, how frightened subjects feel about experiencing 
certain bodily sensations associated with the arousal accompanying anxiety. The last item is an 
open item so that the patient can indicate any non-listed symptoms and describe how it is 
experienced. Patients will indicate on a 5-point Likert scale how frightened they feel about 
experiencing each ofthe sensations (1 "not frightened or worried by this sensation" to 5 
"extremely frightened by this sensation.") All items load in one factor. The BSQ-M generates one 
total score, which is the average of the 21 items. Reported BSQ scores for panic dis<;>rdered 
individuals (with and without agoraphobia) have ranged between 2.66 (Sd =.57) (Feske & De 
Beurs, 1997) and 3.05 (SD = .86) (Chambless et at, 1984). 
The BSQ has shown a I-month test re-test reliability is moderate with a coefficient of .67, 
and it has good internal consistency with an alpha of .88, and the item-total correlations were 
greater than .35. The BSQ has proven to be sensitive to changes due to treatment. 
Affective Control Scale. The Affective Control Scale ACS (Williams et aI., 1997; Berg et 
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aI., 1998) assesses the fear o flosing control over one's emotions, as well as the apprehension 
about losing control over one's behavioral reaction to emotions. A 7-point Likert scale is used to 
rate 42 items which comprise four subscales: fear ofanger (8 items; e.g. "I am afraid that letting 
myself feel really angry about something could lead me into an unending rage."), fear of 
depression (8 items; e.g., "I am afraid that I might try to hurt myself if I get too depressed."), fear 
ofanxiety (13 items; e.g. "Once I get nervous, I thinkthat my anxiety might get out ofhand."), 
and fear of strong positive emotions (4 items; e.g., "I am afraid that I'll do something dumb if I 
get carried away with happiness."). The total score is the average ofall items. The scale evidence 
convergent validity (-.72) with the Emotional Control Questionnaire (Rapee, Craske, and Barlow, 
1989) and discriminant validity (- .17) with the Marlowe-Crowne Social Desirability Scale 
(Crowne & Marlowe, 1964). ACS had a strong relationship with Neuroticism (.69), as assessed 
through the Eysenck Personality Questionnaire (Eysenck & Eysenck, 1975), Internal consistency 
was satisfactory for the total score (Cronbach's alpha .94), as well as for the subscales scores 
(.72- .74 anger; .91-.92 depression; .87 - .89 anxiety; .80 - .84 positive affect). Subscales are 
significantly intercorrelated, ranging from moderate, .45 (anxiety and positive emotion) to high, 
.68 (anxiety and anger). Test-retest reliability for the total score with a 2-week interval was also 
satisfactory (.78). 
Multidimensional Death Attitude Scale. The Mutidimensional Death Attitude Scale 
(MDAS; Martin & Salovey, 1996» is a 23-item questionnaire assessing attitudes toward death. 
The items refer specifically to one's own death and death as an abstract concept. Items from the 
MDAS were selected from three previously existing scales measuring death attitude. Answers to 
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all items are scored on 5-point scale: strongly disagree, disagree, neither agree nor disagree, 
agree, strongly agree. 
Principal components analysis revealed a five-factor structure which were labeled: 
Acceptance (e.g., "Recognizing the fact ofmy inevitable death helps me grow as a person"), Fear 
I 
(e.g., "I am disturbed when I think about the shortness of life."), Death as Passage' (e.g., "I look 
forward to life after deathlheaven."), Death as Relief (e.g., "I am tired of living."), and 
Avoidance (e.g., "I really prefer not to think about death."). The same factorial structure 'Was 
found in two different samples (Martin & Salovey, 1996). Internal consistency ofeach subscale 
was evaluated using Cronbach's alpha: Acceptance = .86; Fear = .72; Death as passage ~ 85; I 
Avoidance .71; Death as Relief = .68. Construct validity was explored correlating the 'MDAS 
subscales each other and with related psychological constructs: Optimism (Life Orientation Test, 
Scheier & Carver, 1985), state anxiety (State-Trait Anxiety Inventory-S; Spielberger, 1983), 
depression (Beck Depression Inventory, Beck, Ward, Mendelson, Mock, & Erbaugh, 1961), and 
mood (Salovey & Singer, 1989). Negative significant correlations were obtained between the 
Acceptance and Fear subscales (-.28,p <.001), between Acceptance and Avoidance, 
(-.32, P <.001), and between Passage and Fear (-.15, p < .05). Significant positive correlation was 
obtained between Avoidance and Relief(.21,p < .05). The rest of the correlations between the 
MDAS subscales were nonsignificant. It was also found that Acceptance sub scale correlated 
positively with dispositional optimism (.26, p < .05) and negatively with state anxiety (-.28, 
p < .05). Fear and Reliefsubscales correlated negatively with dispositional optimism (-.32, 
p < .001; -.25, p < .05, respectively) Relief correlated positively with depression (-.37, p < .001). 
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Perceived Modes ofProcessing Inventory. The Perceived Modes ofProcessing Inventory 
(MPI: Bums & D'Zurilla, 1999) is a self-report instrument that assesses an individual's dominant 
mode of information processing when they cope with stressful situations. A 5-point Likert scale 
is used to rate 32 itet&: From "Not at all true" = 1 to "Extremely true ofme" = 5. Exploratory 
and confirmatory factor analyses revealed three different factor representing three different 
perceived processing styles: (a) rational processing (e.g., "I often think about my stressful 
situations and try to find new ways to resolve them."), (b), emotional processing (e.g., "To cope, 
I usually go with my instincts rather than trying to reason things out. "), and ( c) automatic 
processing (e.g., "The right way to cope usually comes to mind almost immediately."). 
Concurrent validity was determined correlating the MPI with the Rational-Experiential Inventory 
(REI; Epstein, Pacini, Denes-Raj, & Heier, 1996), the Social Problem-Solving Inventory-R 
(SPSI-R; D'Zurilla & Nezu, 1990; Maydeu-Olivares & D'Zurilla, 1996), the COPE (Carver, 
Scheier & Weintraub, 1989), which measures dispositional coping, and the Coping Strategies 
Inventory (Tobin, Holroyd, Reynolds & Wigal (1989), which measures situational coping. 
Significant positive correlations were found between the NIPI: Rational Processing and REI: 
Need for Cognition (.22), the SPSI-R: Positive Problem Solving Orientation (.34), SPSI-R: 
Rational Problem Solving (.65), COPE: Planning (.59), COPE: Suppress Competing Activities 
(.42), COPE: Restraint Coping (.42). Significant negative correlation were obtained between 
PMPI: Rational Processing and SPSI-R: Impulsivity/Carelessness Style subscale (-.37). PMPI 
Experiential Processing subscale correlated positively with the REI: Faith in Intuition subscale 
(.27), the SPSI-R: Negative Problem Orientation (.33), the SPSI-R: ImpUlsivity/Carelessness 
Style subscale (.49), and the SPSI-R: Avoidance Style (.33). Experiential Processing correlated 
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negatively with REI: Need for Cognition (-.28), SPSI-R: Rational Problem Solving (-.17). MPI 
Automatic Processing subscale correlated positively with REI: Faith in Intuition (.25), Positive 
SPSI-R: Problem Solving Orientation (.28), SPSI-R: Impulsivity/Carelessness Style subscale 
(.24), COPE: Suppress Competing Activities (.18), and COPE: Restraint Coping (.15). 
Correlations between the MPI and situational coping, as measured by the CSI, re~ealed that 
Rational Processing evidenced significant positive correlations with the problem solving sub scale 
(.33), cognitive restructuring (.43), and wishful thinking (.20). MPI-Experiential processing 
correlated negatively with CSI-Express emotions (.37), CSI-Social support (.33), CSI-Problem 
avoidance (.18), and CSI-Wishful thinking (.18). And, MPI-Automatic processing correlated I 
positively with CSI-Problem solving (.24), CSI-Cognitive restructuring (.34), CSI-Express 
emotions (.23) and CSI-Social withdrawal (.20). 
MPI test-retest reliability coefficients for rational processing, experiential processing and 
automatic processing subs cales were .56, .61, and .56 respectively. Internal consistency for each 
subsGale was assessed in two different samples. For the rational processing subscale, alphas were 
.90 and .88, for experiential processing, alphas were .88 and .86, and for automatic processing, 
alphas were .80 and .82. 
Self-efficacy Scale. The Self-efficacy Scale (S-ES; Sherer, Maddux, Mercadante, et aI., 
1982) is a 3D-item questionnaire designed to measure dispositional self-efficacy. Based on factor 
analyses, the S-ES is comprised oftwo subscales: (a) the General Self-Efficacy subscale (GS-ES), 
which assesses personal mastery beliefs and expectations of self-efficacy not tied to a specific 
situation or behavioral domain (e.g., "When I make plans, I am certain I can make them work."); 
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and, (b) the Social Self-efficacy subscale (SS-ES) which .evaluates perceived social competence. 
Mastery expectations in social situations include the willingness to initiate behaviors, willingness 
to expend effort in completing social behaviors, and persistence despite difficulties (e.g., "It is 
difficult for me to maie new friends."). Originally, the items were scored on 14-point Likert scale, 
ranging from "strongly disagree" to "strongly agree;" the higher the score, the higher the self­
efficacy expectations. Recently, researchers have adopted a 5-point Likert scale on the S-ES 
instead of the original 14-point scale (e.g., Bosscher & Smit, 1998; Mallinckrodt, Gantt, & Coble, 
1995; Woodruff & Cashman, 1993). The present study will use the 5-point response format (A = 
disagree strongly, and E = agree strongly). Cronbach alpha reliability coefficients of .86 and .71 
were reported for the GS-ES and SS-ES, respectively (Sherer et al., 1982). Both subscales have 
shown construct validity through correlation with other personality measures. Moderate positive 
correlations with Barron's (1953) Ego Strength Scale (GS-ES, r = .29), Holland and Baird's 
(1968) Interpersonal Competency Scale (GS-ES, r .45; SS-ES, r = .43), and the Marlowe­
Crowne Social Desirability Scale (Crowne & Marlowe, 1964; GS-ES, r = .43; SS-ES, r = .28). 
Also, both subscales showed significant negative correlation with Rosenberg's (1965) Self-esteem 
Scale (GS-ES, r = - .51; SS-ES, r = -.28), and Rotter's 1966) Internal-External Control Scale 
(GS-ES, r = - .29; SS-ES, r = -.13); low scores on the I-E Scale indicate greater internal locus 
of control. For criterion validity, both self-efficacy subscales were correlated with several 
measures of occupational and education success. The GS-ES had significant, but low correlation 
with being employed (.27), educational level (.27), and military rank (.22). No significant 
correlations were obtained between the SS-ES and any of those variables. In addition, both, the 
GS-ES and the SE-SS showed a significant low negative correlation with number ofjobs quit 
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(GS-ES, r = -.24; SE-SS, r = -.20), and the number of times fired from jobs (GS-ES, r = -.22; 

SS-ES, r = -.30). 

Procedure 
Potential participants were approached by the researcher to explain the nature of the 
study, and invited them to volunteer. Participants were informed that they would be interviewed 
and would be filling out questionnaires about their personal views on a variety of topics, as well as 
their anxiety and depression symptomatology. All participants were provided written informed 
consent and instructions. After obtaining informed consent and completing the General 
Information Form, participants were interviewed by the computer software (SCID SSPQ-X 
program). Based on the information provided on the General Information Form and the 
computerized SCID, the researcher conducted a semistructered interview to clarifY issues 
pertaining to participants' main complaint(s) and primary and secondary diagnoses. The 
interview emphasized determining the temporal sequence in the onset ofthe disorders and the 
degree of current impairment associated with each disorder. Afterward, the rest of questionnaires 
were administered in randomized order. Participants were asked to pay particular attention to the 
instructions for each instrument and to respond honestly. Nonclinical participants also completed 
the SCID SSPQ-X, and the same questionnaires as the anxiety disordered participants. 
Instruments were administered by the researcher, and scored by a research assistant blind to the 
hypotheses. The battery ofquestionnaires took between 65 to 95 minutes to administer. 
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Results 
Participants' Characteristics 
Demographics. A total of 100 individuals participated in the study, 75 anxiety disordered 
participants and 25 nonclinical controls. Group 1 (n = 25) consisted of 18 women and 7 men 
suffering from a primary diagnosis ofpanic disorder with agoraphobia (n 18) or without 
agoraphobia (n = 7). The mean age ofthe group was 36.16 years (SD = 11.66); 14 were married, 
2 divorced/separated and 9 single. Group 2 (n 25) was composed of 10 women and 15 men 
suffering from a primary diagnosis of social phobia, generalized (n = 21) and specific (n 4). 
Generalized social phobics reported difficulties in multiple social domains. The mean age ofthe 
group was 33.56 years (SD = 8.95); 12 were married, 1 divorced/separated and 12 were single. 
Group 3 (N 25) consisted of 20 women and 5 men suffering from primary diagnosis of specific 
phobia (fear of flying). The mean age ofthe group was 43.32 years (SD 11.68), 18 were 
married, 2 divorced/separated, 2 cohabiting and 3 single. Finally, Group 4, nonclinical controls, 
consisted of 25 community volunteers, 15 women and 10 men with a mean age of32.16 (SD = 
10.29), 13 married, 4 divorced/separated, 1 cohabiting and 7 singles. From the total sample, most 
participants were ofEuropean~American ethnicity (85%), Christian (78%) and had at least some 
college education (74%). The modal household income fell in the $ 25,000-49,000 range. Means 
for all demographic variables are presented in Table 1. 
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Group Comparison on the Demographics Variables. One way analysis ofvariance 
(ANOVA) was used to test group differences on participants' ages. There were statistically 
significant differences among groups on age ofparticipants, F (3,96) 5.38, p < .005. Scheffe 
post hoc analysis was conducted on the group means to determine the origin of the differences. 
, 
Specific phobics (M 43.32, SD = 11.68) were somewhat older than social phobics (M = 33.56, 
SD 8.95; M difference = 9.76,p < 0.05), and nonclinical controls (M 32.16, SD = 10.29; 
M difference = 1l.16,p < 0.005) (see Table 1). 
Chi-square analyses were used to test for group differences when the demographic 
variables were categorical: gender, marital status, household income, religious affiliation, , 
education level and ethnicity. Results are presented on Table 1. Chi-square analysis ofgender 
differences indicated the presence of statistically significant differences with respect to gender, 
X2(3, N =100) = 9.74,p < .05. The panic disorder, specific phobia and control groups had more 
females than males (panic disorder: 18 females, 7 males; specific phobia: 20 females,S males; 
control: 15 females, 10 males), whereas the social phobia group had more males than females (15 
and 10 respectively). Significant differences among groups on household income were also found, 
x2(18, N =100) = 29.97,p < .05; the specific phobia group reported significantly higher 
household income than the other three groups. Seventeen participants (68%) of the specific 
phobic group reported incomes of $75,000 or higher as compared to seven (28%) ofcontrols, six 
(24%) ofsocial phobics and seven (28%) ofpanic disordered participants. No significant 
differences between groups emerged with respect to marital status, X2(9, N = 100) = 12.75., ns; 
education level, x2(12, N 100) 17.95., ns, ethnicitY,X2(15, N = 100) 15.79., ns, and 
religion, X2(12, N= 100) = 15.53., ns. 
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Table 1 

Descriptive Statistics for Each Group on Demographics Variables (N = 100) 
Panic Social Specific Nonclinical Statistical test 
Variable Disorder Phobia Phobia Controls 
Age 
Mean 36.16 33.56 43.32 32.16 F(3,96):= 5.38 *** 
SD 11.66 8.95 11.68 10.29 
Gender 

Male 7 15 5 10 X2(3, N =100) = 9.74 *  
Female 18 10 20 15 

Marital Status 

Married 14 12 18 13 X2(9, N =100) 12.75, ns  
Cohabiting 0 0 2 1 

Single 9 12 3 7 

SeparatediDivorced 2 2 4 

Education 

Less than High School 1 1 0 2 X2(12, N =100) 17.95, ns  
High SchoollGED 7 3 4 7 

1-3 Years ofCollege 10 9 7 1  
4-more Years ofCollege 7 11 14 15 

Note: * p < .05, ** P < .01, *** p < .005, **** p <.001 
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Table 1 (Continued) 
Descriptive Statistics/or Each Group on Demographics Variables 
Panic Social Specific Nonclinical Statistical test 
Variable Disorder Phobia Phobia Controls 
Ethnicity 
European-American 21 21 23 20 r(I5, N =100) = 15.80, os 
African-American 3 0 0 1 
Latin-American 1 2 1 3 
Asian-American 0 1 0 1 
Arab-American 0 0 1 0 
N ative-American 0 1 0 0 
Religious Affiliation 
Christian 21 19 23 15 r(12, N =100) = 15.53, os 
Jewish 0 2 0 3 
Other religion 1 0 0 1 
No religion 3 4 2 6 
Yearly household income 
Less than $ 10,000 2 2 0 0 X2(18, N =100) = 29.97 * 
10,000 to 24,000 2 3 1 2 
25,000 to 49,000 5 8 4 5 
50,000 to 74,999 9 6 3 11 
75,000 to 99,999 4 2 7 3 
100,000 to 249,000 3 3 9 3 
250,000 or more 0 1 1 1 
Note: * p < .05, ** P < .01, *** p < .005, **** P <.001 
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Demographic covariates associated with screening and dependent variables. To 
determine if the age, gender and household income differences would affect subsequent analyses 
and act as potential confounds, the correlations between age, income and gender with variables of 
interest were examine~. The first group ofcorrelations explored the association between age, 
gender and income with the screening variables (F AS fear of flying total scores, SP AI social 
pho bia scores, SP AI agoraphobia scores, P AQ-R panic frequency in the past month, P AQ-R 
panic frequency in the past year, PAQ-R panic severity ratings, and PAQ-R predictability ofpanic 
attacks). It was found that participants' ages only correlated significantly with fear offlying, 
r(100) .35, p < .001. Gender only correlated significantly with fear offlying, r(lOO) = .30, p < 
.005 which suggests women tend to experience fear offlying more than men. Household income 
only correlated significantly with fear offlying, r(lOO) .35,p < .001, indicating a tendency to 
experience more fear offlying as the participant's income increased (see Table 2). 
Table 3 presents a second set ofcorrelations among age, gender and household income· 
with the dependent variables (Experiences in Close Relationship Inventory subscales, 
Multidimensional Death Attitude subscales, Body Sensation Questionnaire-M, Affective Control 
Scale subscales, Perceived Modes ofProcessing Inventory subscales, and Self-Efficacy subscales). 
Age correlated significantly with the Avoidance subscale of the Experience in Close Relationship 
Inventory, r (99) = .23, p < .05). This correlation suggests that, as age increases, there is a mild 
tendency to avoid closeness, intimacy and dependency. It was also found that the older the 
participant, the lower the propensity to use rational information processing as measured through 
the Rational subscale ofthe Perceived Modes ofProcessing Inventory, r (100) = -.21, P < .05). 
Gender correlated significantly with the Experiential subscale of Perceived Modes ofProcessing 
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Table 2 
Intercorrelations for Demographics Co variates and Screening Variables 
Measure FAS SPAI-S SPAI-A PAQ-FM PAQ-FY PAQ-S PAQ-P 
Age .35** -.07 .18 -.09 -.04 .02 -.02 
Gender .30* -.16 .12 .04 .02 .16 .01 
Income .35** -.11 .09 -.17 -.05 .10 .03 
Note: FAS = Flight Anxiety Scale; SPAI-S Social Phobia and Anxiety Inventory-Social phobia 
subscale; SP AI -A = Social Phobia and Anxiety Inventory-Agoraphobia subscale ; P AQ-FM = 
Panic Attack Questionnaire-Revised- Frequency ofpanic attacks in the past month; PAQ-FY = 
Panic Attack Questionnaire-Revised- Frequency ofpanic attacks in the past year; PAQ-S = Panic 
Attack Questionnaire-Revised-Total severity ratings; PAQ-P Panic Attack Questionnaire­
Revised-Predictability ofpanic attacks. 
*p < .005 ** p < .001 (2-tailed) 
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Table 3 
Intercorrelations Between the Demographics Covariates and the Dependent Variables 
Measure ECR-A OCR-A V BSQ GS-ES SS-ES MPI-R MPI-E MPIA MDAS-A 
Age .06 .23* .06 -.15 .07 -.21 * -.01 -.11 -.11 
Gender -.05 -.15 .01 .08 .12 -.02 .23* -.06 .07 
Income -.17 -.04 .17 .11 .12 .14 -.01 .10 -.06· 
MDAS-P MDAS-R MDAS-AV MDAS-F ACS-Ag ACS-A ACS-D ACS-P 
------------------------------------------------------------------------------------------~---------I 
Age -.07 .09 .04 .10 .14 .04 -.01 .09 
Gender .03 
-.21 * -.01 .08 -.23* -.03 -.11 -.15 
Income -.18 -.11 .06 .15 -.05 -.04 -.13 -.02 
Note: ECR-A = Experience in Close Relationships-Anxiety subscale; Experience in Close 
Relationships-AV = ECR-Avoidance subscale; BSQ = Body Sensations Questionnaire mean 
score; GS-ES General Self-Efficacy subscale; SS-ES = Social Self-Efficacy subscale; MPI-R = 
Perceived Modes ofProcessing Inventory-Rational; MPI-E = Perceived Modes ofProcessing 
Inventory-Experiential; MPI-A = Perceived Modes ofProcessing Inventory-Automatic; MDAS-A 
= Multidimensional Death Attitude Scale-Acceptance subscale; MDAS-P = Multidimensional 
Death Attitude Scale-Passage subscale; MDAS-R Multidimensional Death Attitude Scale-Relief 
subscale; MDAS-AV = Multidimensional Death Attitude Scale-Avoidance subscale; MDAS-F = 
Multidimensional Death Attitude Scale-Fear subscale; ACS-Ag = Affective Control Scale-Anger 
subscale; ACS-A = Affective Control Scale-Anxiety subscale; ACS-D = Affective Control Scale­
Depression subscale; ACS-P = Affective Control Scale-Positive emotions subscale. 
Note: *p < .05 ** p < .01 (2-tailed) 
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Inventory, r (100) = .23, p < .05), which suggests that females tend to use significantly more 
experiential information processing style than males. Gender also correlated significantly with 
the Anger subscale of the Affective Control Scale, r (98) = - .23, P < .05), which indicates that 
females tend to have si~cantly less fear oflosing control of their anger than males. It was also 
found that females were less inclined than males to perceive death as a relief, 
r(lOO) = - .21, p < .05. Household income did not correlate significantly with any ofthe 
dependent variables. Age and gender were treated as covariates in relevant analyses so that their 
relationship to the dependent variables was statistically controlled (Porter & Raudenbush, 1987). 
Diagnoses and Symptomatology. Several univariate and multivariate analyses ofvariance 
(ANDV As, MANOV As) and co variances (MANCOVAs) were conducted on the screening 
variables to establish if the clinical participants from the distinct groups were significantly different 
with respect to relevant symptomatology. 
First, participants of the four groups were compared regarding their fear offlying. A 
univariate analysis ofcovariance (ANCOVA) was conducted on the fear of flying total (FASt) 
score as a dependent variable, and diagnosis as a between factor (Table 4). Since participants' age 
and gender affected the intensity of the reported fear of flying, the analysis included age and 
gender covariates. Results indicated that, after controlling the effects ofgender and age, there 
were statistical significant differences between groups, F (3,91) = 24.61, p < .001. Bonferroni's 
post hoc tests indicated that the specific phobia group reported significantly higher fear offlying 
(M = 104.26, SD 5.27) than social phobics (M 57.40, SD 5.12, M Difference 46.86, 
p < .001), and nonclinical controls (M = 48.07, SD = 5.03, M Difference::::: 56.l9,p < .001) . 
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Table 4 
Means, Standard Deviations and Analysis ofCovariances (ANCOVA) ofFear ofFlying as a 
Function ofDiagnostic Group with Age and Gender as Co variates 
Panic Disorder (1) Social Phobia (2) Specific Phobia (3) Controls (4) Post hoc 
M 91.92 54.32 108.20 46.82 3> 2,4 
SD 36.76 20.l5 23.18 14.82 1=3 
Source df SS MS F Eta Squared 
---------------------------------------------------------------------------------------------------------~--------
Age 1 1230.15 1230.15 2.02 .02 
Gender 1 1855.23 1855.23 3.05 .03 
Group 3 44903.18 14967.73 24.61 * .44 
Error 94 57169.17 608.18 
Total 100 691847.00 
*p=<.OOI 
Note: The number in parentheses in column heads refer to the numbers used for illustrating 
significant differences in the last column titled "Post hoc." 
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No significant differences were obtained on fear offlying between specific phobics and panic 
disordered participants (M 91.12, SD = 4.96, M Difference = 13.13, ns). 
Second, the groups were compared on the SP AI-Social Phobia subscale scores. Results of 
it 
one-way ANOVA indicated that the groups differed on their mean social phobia scores, F (3,96) 
=23242.36,p < .001. As recolTunended by Jaccard, Becker and Wood (1984), Tomarken and 
Serlin (1986), Games-Howell post hoc test for heterogeneous variances was used for group 
comparisons. Results indicated that the social phobics reported significantly higher SPAI-social 
phobia scores (M 109.16, SD 33.48) than specific phobics (M= 46.00, SD 25.10, 
MDifference 63,p < .001) and nonclinical controls (M= 46.00, SD 29.53, MDifierence = 
63.l6,p < .001). The difference with panic disordered participants approached significance 
(M= 80.20, SD 48.97, MDifference = 28.96,p = .08) (Table 5). 
Third, the groups were compared on panic disorder-related measures. When compared on 
the SP AI-Agoraphobia subscale scores, it was found that there was a significant difference 
between groups, F (3,96) 23.23, P < .001. Games-Howell post hoc tests for heterogeneous 
variances indicated that the panic disorder participants reported significantly greater agoraphobic 
behaviors (M= 38.20, SD 17.64) than social phobics (M = 22.12, SD = 12.53, MDifference 
16.08,p < .005), flying phobics (M= 25.28, SD = 9.05, MDifference = 12.92,p < .05), and 
nonclinical controls (M 9.36, SD 7.33, MDifference = 28.84,p < .001). No significant 
differences in agoraphobia were found between social phobics and specific phobics (M difference 
= -3.16, ns). Nonclinical controls reported significantly lower agoraphobic scores than social 
phobics (MDifference -12.76,p < .001), and specific phobics (MDifference = - 15.92, 
p < .001) (see Table 6). 
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Table 5 
Means, Standard Deviations and One-way Analysis oj Variances (ANOVA) Jor Social Phobia 
Scores as a Function ojDiagnostic Group 
fi,. 
Panic Disorder (1) Social Phobia (2) Specific Phobia (3) Controls (4) Post hoc 
M 80.20 109.16 46.00 46.00 2> 3, 4 
SD 49.97 33.48 25.10 29.53 1=2 
Source dJ SS MS F 
Between Groups 
Within Groups 
Total 
3 
96 
99 
69727.08 
120503.36 
190230.44 
23242.36 
1255.24 
18.52* 
*p = < .001 
Note 1: Social phobia = Social Phobia and Anxiety Inventory-Social phobia subscale score 
Note 2: Homogenity ofvariance test: Levene statistic (3,96) = 4.51,p = .005 
Note 3: The number in parentheses in column heads refers to the numbers used for illustrating 
significant differences in the last column titled "Post hoc." 
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Table 6 
Means, Standard Deviations and One-way Analysis of Variances (ANOVA) for Agoraphobia 
Scores as a Function ofDiagnostic Group 
Panic Disorder (1) Social Phobia (2) Specific Phobia (3) Controls (4) Post hoc 
M 38.200 22.12 25.28 9.36 1 > 2,3,4 
STJ 17.64 12.53 9.04 7.33 2>4 
Source df SS MS F 
Between Groups 
Within Groups 
Total 
3 
96 
99 
19521.80 
14497.44 
25019.24 
3507.27 
151.02 
23.23* 
*p=< .001 
Note 1: Agoraphobia = Social Phobia and Anxiety Inventory-Agoraphobia subscale score 
Note 2: Homogenityofvariance test: Levene statistic (3,96) = 6.29,p = .001 
Note 3: The number in parentheses in column heads refers to the numbers used for illustrating 
significant differences in the last column titled "Post hoc." 
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A one-way multivariate analysis ofvariance (MANOVA) was used to test for group differences 
regarding the frequency ofpanic attacks in the past month, and panic frequency in the past year. 
Diagnosis was the between-subjects factor. Results indicated the presence of statistical significant 
differences between groups, Wilks' Lambda = .36, approximate F (6,190) = 21.11, P < .001. 
Univariate follow-up analyses indicated that groups differed on panic frequency in the 
past month, F (3,96) = 28.06,p< .001, and on panic frequency in the past year, F (3,96) = 51.57, 
P < .001. Games-Howel1 post hoc tests revealed that panic disordered participants reported 
significantly more panic attacks during the past month (M = 5.08, SD = .51) than social phobics 
(M= .88, SD = 1.57, MDifference = 4.21,p < .001), specific phobics (M= .21, SD = .42, M 
Difference = 4.87,p < .001), and nonclinical controls (M= .63, SD = 1.41, MDifference = 4.46, 
p < .001). Games-Howell post hoc tests indicated that panic disordered participants reported 
significantly more panic attacks during the past year (M = 9.24, SD = .62) than social phobics 
(M= 2.92, SD = 3.48, MDifference = 6.32,p < .001), specific phobics (M= 2, SD = 2.36, M 
Difference = 7.24,p < .001) and controls (M= 1.5., SD = 3.85, MDifference = 7.74,p < .001). 
Results are shown in Tables 7 and 8. 
A one-way univariate analysis ofvariance (ANOVA) was used to test for group 
differences regarding the mean severity ratings ofpanic symptoms. Diagnosis was the between­
subjects factor. Because only two subjects in the control group indicated ever experiencing a 
panic attack, the comparison only included participants of the three anxiety disorder groups. The 
inclusion of the control group with two subjects would have reduced the power to unreasonable 
values (e.g., < .80; Welkowitz, Ewell, & Cohen, 1971). Results indicated the absence of 
statistically significant differences between groups, F (2,60) = 2.23, ns. (Table 8). However, the 
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Table 7 
Means, Standard Deviations for Panic Attack Symptomatology Measures for Each Diagnostic 
Group 
Panic Disorder Social Phobia Specific Phobia Controls 
M SD M SD M SD M SD 
PAQ-M 5.08 4.08 .88 1.57 .21 .42 .63 1.41 
PAQ-Y 9.24 2.89 2.92 3.48 2.00 2.36 1.50 3.85 
PAQ-MS 2.08 .55 1.05 .90 2.06 3.61 1.03 1.03 
Note 1: PAQ-M = Panic Attack Questionnaire-R-Frequency ofpanic attacks in the past month; 

PAQ-Y = Panic Attack Questionnaire-R-Frequency of panic attacks in the past year; PAQ-S =  
PAQ-MS Panic Attack Questionnaire-R-Mean severity score. 

Note 2: The "n" for PAQ-M and PAQ-Y analysis were 25 in each group. The "n" for the PAQ­

MS analysis were 25, 23, 15 and 2 for panic disorder, social phobia, specific phobia and control 

groups respectively. 
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Table 8 
Multivariate and Univariate Analysis ofVariance for Panic Attacks Symptomatology Measures 
Multivariate Analysis ofVariance (MANOVA) 

Wilks' Lambda:=: .36 Approx F = 21.11 * Hypothesis df = 6 _ Error df 190  
Univariate Analysis ofVariance (ANOVA) for Panic Attack Frequency in the Past Month 
Source df SS MS F 
Between Groups 3 417.95 139.32 28.06* 
Within Groups 96 476.56 4.96 
Total 100 1141.00 
Univariate Analysis ofVariance (ANOVA) for Panic Attack Frequency in the Past Year 
Source df SS MS F 
Between Groups 
Within Groups 
Total 
3 
96 
100 
1161.95 
721.04 
3115.00 
387.32 
7.51 
51.57* 
Univariate Analysis ofVariance (ANOVA) for Mean Severity ofPanic Attacks 
Source df SS MS F 
Between Groups 
Within Groups 
Total 
2 
60 
62 
15.46 
207.91 
223.37 
7.73 
3.47 
2.23 
*p < .001 
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lack of statistically significant differenc~s may have been due to the low observed power for that 
analysis (.44). Based on PAQ-R responses, chi-squar'e analysis ofgroup differences was 
conducted on the predictability of the panic attacks. Results revealed the presence of significant 
differences with resplct to being able to predict the panic attacks X2(6, N =58) = 14.85, p < .05. 
A significantly higher proportion ofpanic disordered participants (64%) indicated that their panic 
attacks were spontaneous, compared to 12%,8%, and 4% for social phobics, specific phobics and 
controls, respectively (see Table 9). 
Age ofonset. Clinical groups were compared regarding the age of onset for the primary 
diagnosis. A one-way analysis ofvariance (ANDV A) revealed statistically significant differences 
between the groups, F(2,69) = 5.39, P < .01. Scheffe post hoc tests indicated that the age ofonset 
for the primary diagnosis of social phobia (M = 16.38, SD 8.20) was significantly earlier than 
for specific phobia (M= 25.14, SD 10.23; MDifference = - 9.02,p < 0.05), and panic disorder 
(M = 24.36, SD = 11.96; M Difference = - 8.03, P < 0.05). Table 10 presents the mean, median 
standard deviation and post hoc tests for each diagnostic group. 
Comorbidity. Table 11 presents the frequency ofcomorbid secondary diagnosis by each 
primary diagnostic group. In the panic disorder group, 13 participants (52%) met criteria for a 
secondary diagnosis. In addition, 11 participants (44%) of the social phobia group and 5 
participants (20%) of the specific phobia group met criteria for a secondary diagnosis. However, 
such differences among the groups did not reach statistical significance, X2 (18, N =75) = 25.06, 
ns. The most frequent comorbid diagnoses for panic disordered participants were social phobia 
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Table 9 
Prevalence ofExpected and Unexpected Panic Attacks Among the Four Diagnostic Groups 
Diagnostic Group 
-----------------------------------------------------------------------------~-~ 
Able to predict Panic Disorder Social Phobia Specific Phobia Controls 
panic attacks (n 25) (n = 16) (n = 15) (n 2) 
-----------------­
------------------ -_...... _-----------
------------------­ ----------­
Yes 9 (36%) 13 (81 %) 13 (87%) 1 (50%) 
No 13 (52%) 3 (19%) 2 (13%) 1 (50%) 
Sometimes 3 (12%) 0(00%) 0(00%) 0(00%) 
X2 (6, N = 58) = 14.85, P < .05. 

Note: The "n" represents the number ofparticipants for each diagnostic group who reported 
having experienced at least one panic attack in their lives. 
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Table 10 
Means, Standard Deviations, and One-Way Analysis of Variance ofAge ofOnset as a Function 
ofAnxiety Diagnostic Group 
Panic Disorder (1) Social Phobia (2) Specific Phobia (3) Post hoc 
M 24.36 16.35 25.38 1 > 2, 
SD 11.96 8.20 10.23 2>3 
Source df SS MS F 
Between Groups 
Within Groups 
Total 
2 
69 
71 
573.00 
106.13 
8468.61 
3507.27 
151.02 
5.40* 
*p = < .01 
Note 1: Homogenity ofvariance test: Levene statistic (2,69) = .98, ns 
Note 2: The number in parentheses in column heads refer to the numbers used for illustrating 
significant differences in the last column titled "Post hoc." 
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Table 11 
Comorbidity Prevalence Secondary Axis J Diagnosis Among the Three Anxiety Disorder 
Groups 
Diagnostic Group 
Panic Disorder Social Phobia Specific Phobia 
(n 25) (n 25) (n 25) 
Participants with a ------------------ ---------------- -------------------
secondary diagnosis 13 (52%) 11 (44%) 5 (20%) 
X2 (18, N 75) = 25.06, ns 
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secondary diagnoses were dysthymic disorder (24%) and alcohol abuse (8%), and for specific 
phobics the most common secondary diagnosis was another specific phobia (8%). 
Groups were also compared on their Beck Depression Inventory (BDI) scores. One-way 
ANOV A was used to lxplore the differences (Table 12). Findings indicated the presence of 
statistically significant differences between the groups, F (3,95) 16.99, p < .001. Games­
(12%), dysthymic disorder (12%), and alcohol abuse (12%). For social phobics, the most frequent 
Howell post hoc tests indicated that the panic disorder group reported significantly higher 
depression (M= 19.84, SD = 13.59) than the specific phobia (M= 5.6, SD =4.12, MDifference 
14.24,p <.001) and nonclinical control groups (M= 3.36, SD =4.79, MDifference = 16.48, 
p < .001). No significant differences were obtained between the panic disorder and social phobia 
groups (M 15.63, SD = 11.95, MDifference 4.22, ns). None ofthe mean BDI scores were at 
the severe depression level. 
Psychotropic medications. Forty percent (40%) ofthe clinical participants were taking 
psychotropic medications, mostly anxiolitics and antidepressants. None ofthe participants of the 
control group reported using medications. A significant difference among primary diagnostic 
groups was found regarding drug use, X2(8, N = 75) = 16.33,p < .001. A greater proportion of 
participants in the panic disorder group (68%) reported using psychotropic medications as 
compared to social phobics (40%) and fearful flyers (12%). 
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Table 12 
Means, Standard Deviations, One-Way Analysis of Variance ofDepression as a Function of 
Diagnostic Group 
Panic Disorder (1) Social Phobia (2) Specific Phobia (3) Control (4) Pos hoc 
M 19.84 15.63 5.60 3.36 1> 3, 4 
SD 13.59 11.95 4.12 4.79 2> 3, 4 
Source df SS MS F 
Between Groups 
Within Groups 
Total 
3 
95 
98 
4654.89 
8674.75 
13329.63 
1551.63 
91.31 
16.99* 
*p = < .001 
Note 1: Homogenity ofvariance test: Levene statistic (3,95) 12.37, p < .001 
Note 2: The number in parentheses in column heads refers to the numbers used for illustrating 
significant differences in the last column titled "Pos hoc." 
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Group Comparisons on the Dependent Variables 
The observed power for the statistical analyses testing the study hypotheses ranged 
between.85 and 1.00!~xcept for the analysis regarding hypothesis 6, in which the power was 
lower (.65) than desirable (Cohen, 1969). 
Attachment dimensions. A one-way multivariate analysis ofcovariance (MANCOV A) was 
conducted on the two attachment dimensions (ECR-Anxiety and ECR-Avoidance), using age as a 
covariate and diagnosis as a between-group variable. Means and standard deviations for these 
variables are shown in Table 13. Results indicated the presence of statistically significant 
differences between groups, Wilks' Lambda = .58, approximate F(6,186) = 9.75,p < .001. 
Follow-up univariate tests, using age as a covariate (ANCOV A), indicated that the groups 
differed on ECR-Anxiety, (F [3,94] = 16.170, p < .001; Table 14). Post hoc tests supported the 
prediction that panic disordered individuals would display higher anxiety attachment than 
nonclinical controls (Hypothesis 1). Specifically, Bonferroni post hoc tests revealed that the 
panic disorder group reported greater attachment anxiety (M = 4.46, SD = 1.43) than specific 
phobics (M= 2.92, SD 1.02, MDifference = 1.64, p < .001) and nonclinical controls (M 
2.54, SD = .89, M difference = 1.86,p < .001), (Table 13). No statistically significant differences 
were obtained between the panic disorder group and social phobia group (M 4.17, SD = 1.27, 
M Difference = .24, ns.). A follow-up analysis of covariance (ANCOV A) with age as a covariate 
and diagnosis as a between-factor was used to test for differences ofgroups on attachment-related 
avoidance. An overall significant effect was found for group, (F [3,94] = 11.57,p .001). The 
Bonferroni post hoc tests indicated that the panic disorder group reported higher avoidance 
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Table 13 
Means, Standard Deviationsfor Attachment Dimensionsfor each Diagnostic Group 
g' 
Pa:nlC Disorder (1) Social Phobia (2) Specific Phobia (3) Controls (4) 
Attachment 
Dimension M SD M SD M SD M SD 
Anxiety 4.46 1.44 4.17 1.27 2.92 1.02 2.54 .89 

Avoidance 3.15 1.42 3.52 1.12 2.43 .93 2.25 .86 

Notel: The number in parentheses in column heads refers to the numbers used for illustrating 
significant differences in post hoc tests as follow-ups to significant ANCOV As. 
Note 2: Post hoc tests are based on estimated marginal means, which result from controlling the 
effect ofthe covariate. Post hoc test for Attachment Anxiety 1 > 3, 4; 2 > 3, 4. Post hoc test for 
Attachment Avoidance = 1> 3; 2> 3, 4. 
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Table 14 
Multivariate Analysis ofCovariances for Attachment Dimensions with Participants' Age as a 
Covariate 
Multivariate Analysis of Covariance (MANCQVA) 

Wilks' Lambda .58 ApproxF = 9.75* Hypothesis df= 6 Error df= 186  
Univariate Analysis of Covariance (ANCOVA) for Attachment Anxiety 
Source df SS MS F 
Covariate (Age) 1 2.15 2.15 ns 
Between Groups 3 66.37 22.12 16.70* 
Within Groups 94 128.60 1.37 
Total 99 1418.55 
Univariate Analysis ofCovariance (ANCOVA) for Attachment Avoidance 
Source df SS MS F 
Covariate (Age) 1 12.67 12.67 11.57* 

Between Groups 3 31.75 10.58 9.67*. 

Within Groups 94 102.89 1.10 

Total 99 935.52 

*p = .001 
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attachment (M 3.15, SD = 1.42) than nonclinical controls (M 2.25, SD = .86), however the 
difference was not statistically significant (MDifference = .77, ns). Social phobics (M= 3.52, SD 
1.12) reported significantly higher avoidance attachment than nonclinical controls (M 
Difference = 1.24, p .001). Although the social pho bia group reported greater attachment 
avoidance than the panic disorder group, the difference was not statistically significant (M 
Difference .48, ns). These findings partially supported the prediction that both panic disorder and 
social phobia would be associated with higher levels ofavoidance attachment compared to 
nonclinical controls (Hypothesis 2). Both panic disordered participants and social phobics 
reported significantly higher attachment-related avoidance than specific phobics (M difference 
.96, p< .05;MDifference 1.43,p<.00l,respectively). 
Affect regulation. Table 15 shows means and standard deviations ofthe Affective Control 
Scale (ACS) subscales scores. A one-way multivariate analysis ofvariance (MANOVA) was used 
as an omnibus test on the ACS subscales: Anxiety, depression, anger and positive emotions. 
Results indicated that the groups differed significantly on the ACS subscale scores, Wilks's 
Lambda = .44, approximate F (12,241) = 7.23,p < .001. Follow-up univariate analyses were 
conducted to establish the origin ofthe differences. Results ofthe ANOV A conducted on ACS­
Anxiety showed statistically significant differences between groups, F(3,94) 35.41,p < .001. 
The prediction that panic disordered participants would report higher levels ofaffect 
regulation problems than social phobics, specific phobics and nonclinical controls was partially 
supported (Hypothesis 3). Results ofBonferroni post hoc tests indicated that the panic disorder 
group reported significantly higher ACS-Anxiety (M = 4.65, SD = .80) than specific phobics 
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Table 15 
Means, Standard Deviations for Affect Regulation Dimensions for each Diagnostic Group 
it panl~ Disorder Social Phobia Specific Phobia Controls 
J\ffectFtegulation -----------------------------------------------------------------------------------------------
Subscale M SD M SD M SD M SD 
Anger 3.62 1.03 3.76 .82 2.99 .73 2.77 .70 
Anxiety 4.64 .80 4.50 .89 3.38 .70 2.55 .89 
Depression 3.93 1.58 3.68 1.41 2.65 .87 2.14 .79 
Positive 
Emotion 3.15 .92 3.07 .79 2.67 .43 2.35 .64 
Note: Anxiety Affective Control Scale (ACS)-Anxiety subscale; Depression = ACS-Depression 
subscale; Positive Em = ACS-Positive Emotions subscale; Anger ACS-Anger subscale. 
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(M= 3.38, SD = .70, MDifference 1.26,p < .001), and nonclinical controls (M 2.55, SD 
.89, MDifference 2.09,p < .001) . No significant differences were obtained between the panic 
disorder and the social phobia group (M 4.50, SD .89, MDifference .15, ns). In addition, 
ll' 
the social phobia group's ACS-Anxiety scores were significantly higher than the scores for 
specific pho bics (M Difference 1.11, p < .001) and nonclinical controls (MDifference = 1.94, 
p < .001). Finally, specific phobics reported significantly higher ACS-Anxiety scores than 
nonclinical controls (MDifference .83,p < .01). 
Groups were compared regarding ACS-Depression. Results ofthe ANOV A indicated the 
presence of statistically significant differences among groups, F(3,94) 12.13,p < .001. Games-
Howell post hoc tests indicated that panic disordered individuals reported significantly higher 
ACS-Depression scores (M 3.93, SD 1.58) than specific phobics (M 2.65, SD .86, 
MDifference = 1.28,p .005) and than nonclinical controls (M= 2.13, SD = .79, MDifference 
1.80,p < .00l). No significant differences were obtained between the panic disorder and the 
social phobia group (M = 3.68, SD = 1.41, M Difference .26, ns). Social phobics also differed 
significantly from specific phobics (MDifference 1.02, p < .05) and nonclinical controls 
(M difference 1.54,p < .001). No significant differences were obtained between specific phobics 
and nonclinical controls (MDifference .51, ns). 
For the ACS-Anger, an analysis ofcovariance (ANCOV A) was used with gender as a 
covariate. Results revealed the presence of statistically significant differences between groups 
after controlling for the irrtluence ofgender as a covariate, F(3,93) 7.70,p < .001. Bonferroni 
post hoc tests indicated that the panic disordered group (M 3.62, SD = 1.03) and social phobia 
group (M = 3.75, SD = .82) reported significantly higher ACS-Anger scores than nonclinical 
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controls (M= 2.77, SD .68, MDifference .90, p .001; MDifference = .91, p = .001, 
respectively). The difference between panic disorder and specific phobia (M = 2.98, SD = .73) 
approached statistical significance (M Difference = .62, p = .06). 
An univariate ~nalysis of variance (ANOVA) was used to compare groups on ACS­
Positive emotions. Findings showed a significant group effect, F(3,94) = 6.66, p < .001. Because 
the Levene's test was significant indicating heterogeneity of variance, Games-Howell was used as 
post hoc tests. It was found that the panic disorder group reported significantly higher ACS­
Positive emotion scores (M= 3.15, SD = .92) than nonclinical controls (M= 2.35, SD = .63, M 
Difference .80, p = .005). Also, the social phobia group obtained significantly higher ACS­
Positive emotion scores (M = 3.07, SD = .79) than nonclinical controls (MDifference:::: .72, 
p = .006). Other comparisons were not statistically significant. 
Fear ofbodily changes. With respect ofgroup differences on fear of bodily changes, a 
univariate analysis of variance (ANOVA) was carried out on the Body Sensations Questionnaire­
Modified. Findings revealed statistically significant differences between groups (F [3,94] 11.88, 
p < .001). Results ofScheffe post hoc tests supported the prediction that panic disorder would be 
associated with higher levels offear of bodily changes than social phobics and nonclinical controls 
(Hypothesis 4). Specifically, results showed that the panic disorder group (M = 2.92, SD .68) 
scored significantly higher than social phobics (M= 2.27, SD .86, MDifference = .66,p < .05), 
and the nonclinical control group (M 1.66, SD = .58, MDifference 1.26,p < .001). It was 
also predicted that panic disorder participants would report higher fear of bodily changes than 
specific phobics, but this prediction was not supported. No statistical significant difference on 
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anxiety sensitivity was found between panic disordered individuals and specific phobics 
(M = 2.38, SD = .86, MDifference = .54, ns) (see Table 17). 
Death attitude1. Group means and standard deviation..') for the Multidimensional 
Death Attitude Scale (MDAS) subscales are presented in Table 18. An initial multivariate analysis 
ofvariance (MANOVA) revealed a between-groups effect for all subscales combined, Wilks's 
Lambda = .59, approximate F(15,254) = 3.61,p < .001. In order to identifY the origin of the 
differences, a series of follow-up analysis ofvariance (ANOVA) were calTied out on each of the 
MDAS subscales. Significant differences between groups were obtained for MDAS-Fear 
(F [3,96] = 1O.76,p < .001), and MDA-Relief, (F [3,96] 5.93,p - .001). No statistical 
differences were obtained for MDAS-Acceptance, MDAS-Passage and MDAS-Avoidance, 
which could have been due to the low observed power obtained for those tests (.42, .17 and .59, 
respectively) (see Table 19). 
The prediction that panic disorder would be associated with higher levels of fear ofdeath 
than social phobia and nonclinical controls was supported (Hypothesis 5). BonfelToni post-hoc 
tests were calTied out on MDAS-Fear and the results revealed that panic disordered individuals 
reported significantly higher fear ofdeath (M = 18.52, SD = 4.64) than social phobics (M = 14.16, 
SD = 3.90, MDifference = 4.36, P < .005), and nonclinical controls (M 11.80, SD =4.19,M 
Difference = 6.72,p < .001). In addition, it was predicted that participants in the panic disorder 
group would report higher levels offear of death than specific phobics, but this prediction was not 
supported. No significant differences were found between the panic disorder group and the 
specific phobia group (M= 16.40, SD = 4.83, MDifference 2.12, ns). It was also found that 
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Table 17 
Means, Standard Deviations and One-way Analysis ofVariances (ANOVA) for Fear ofBodily 
Changes as a Function ofDiagnostic Group 
j; 
Panic Disorder (1) Social Phobia (2) Specific Phobia (3) Controls (4) Post hoc 
M 2.92 2.27 2.38 1.66 1> 2, 4 
SD .68 .86 .86 .58 2> 4; 3 > 4 
Source df SS MS F 
Between Groups 
Within Groups 
Total 
3 
94 
97 
20.13 
53.08 
73.21 
6.71 
5.57 
11.88* 
*p:=<.01 
Note 1: Homogenity ofvariance test: Levene statistic (3, 94) = 1.95, ns 
Note 2: The number in parentheses in column heads refers to the numbers used for illustrating 
significant differences in the last column titled "Post hoc." 
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Table 18 
Means, Standard Deviations for Attitude Toward Death for each Diagnostic Group 
Panic Disorder Social Phobia Specific Phobia Controls 
Death Attit. 
Subscale M SD M SD M SD M SD 
Acceptance 15.88 5.12 18.16 3.51 16.80 4.02 18.36 5.35 
Passage 13.96 4.00 12.92 3.89 12.76 3.54 l3.68 3.54 
Relief 7.96 3.83 8.20 3.48 5.64 2.72 5.32 2.06 
Avoidance 12.60 2.77 12.48 3.64 12.48 2.80 10.60 3.03 
Fear 18.52 4.65 14.16 3.90 16.40 4.83 11.80 4.19 
Note: Acceptance = Multidimensional Death Attitude Scale (MDAS)-Acceptance subscale; 
Passage = MDAS-Death as passage subscale; Relief = MDAS-Death as relief subscale; Avoidance 
MDAS-Avoidance subscale; Fear = MDAS-Fear ofdeath subscale. 
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Table 19 
Multivariate and Univariate Analysis of Variance for Death Attitude Measures 
Multivariate Analysis ofVariance (MANOVA) 
Wilks' Lambda = .59 Approx F 3.61 * Hypothesis df = 15 Error df 254 
Univariate Analyses ofVariance (ANOVA) F (3, 96) 
Variable Hypoth. SS Error SS Hypoth. MS Error MS F Post Hoc 
---------------------------------------------------------------------------------------------------------~--------
Acceptance 103.24 1997.76 34.41 20.81 1.65 
Passage 25.31 1350.80 8.44 14.07 .60 
Relief 171.00 922.16 57.00 9.61 5.93* 1 > 4; 2 > 3,4 
Avoidance 69.36 910.48 23.12 9.48 2.44 
Fear 627.56 1865.60 209.19 19.43 10.76** 1 > 2, 4; 3 > 4 
*p .001 ** P < .001 
Note 1: Acceptance = Multidimensional Death Attitude Scale (MDAS)-Acceptance subscale; 
Passage = MDAS-Death as passage subscale; Relief= MDAS-Death as reliefsubscale; Avoidance 
= MDAS-Avoidance subscale; Fear MDAS-Fear of death subscale. 
Note 2: Post hoc 1 = panic disorder; post hoc 2 social phobia; post hoc 3 = specific phobia; 
post hoc 4 nonclinical controls. 
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specific phobics exhibited significantly higher fear ofdeath than nonclinical controls 
(MDifference = 4.60,p < 005). 
Levene's test for homogeneity ofvariance on MDAS-Reliefwas statistically significant; 
consequently, Games!i-rowell follow-up tests for unequal variances were used to establish the 
nature ofthe group differences. Results indicated that panic disordered participants reported 
significantly higher perception ofdeath as a relief (M = 7.96, SD 3.83) than nonclinical controls 
(M 5.32, SD = 2.06,MDifference = 2.64,p < .05). Also, social phobics reported significantly 
higher scores (M 8.20, SD = 3.48) than specific phobics (M 5.64, SD = 2.72, MDifference = 
2.56, p < .05), and nonclinical controls (M Difference 2.88, p .005). No significant differences 
were obtained between the panic disorder and social phobia groups. 
Preferred iriformation processing style under stress. Group means and standard 
deviations for the Perceived Modes ofProcessing Inventory (PMI) subscales are presented in 
Table 20. An initial multivariate analysis ofcovariance (MANCOV A) with age and gender as 
covariates, and diagnosis as between factor was carried out (Table 21). Results showed a 
between-group effect for all subscales combined, Wilks' Lambda = .79, approximate F(9,224) = 
2.53, p < .01. Follow-up univariate ANCOVA tests indicated that the groups differed on PMI­
Rational with age as a covariate (F [3,95] = 4.79,p < .005). Groups did not differ on MPI­
Experiential with gender as a covariate, (F [3,95] = 2.60, ns), nor did the groups differ on MPI­
Automatic processing (F [3, 96] = 1.36, ns). However, the lack ofstatistically significant 
differences may have been due to the low observed power for those analyses (.65 and .36 
respectively). Thus, it is inconclusive whether or not the findings failed to support the hypothesis 
that panic disordered participants would report significantly higher use ofexperiential information 
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Table 20 
Means, Standard Deviations for Preferred Information Processing Style Under Stress for each 
Diagnostic Group 
Panic Disorder Social Phobia Specific Phobia Controls 
Irrfo Process ---------------------.------------------------------------------------------------------------­
Style M SD M SD M SD M SD 
Rational 31.00 8.87 34.16 8.67 33.20 8.04 40.48 8.70 
Experiential 27.52 6.22 26.28 8.23 26.68 6.20 22.56 6.00 
Automatic 25.04 7.21 25.72 6.61 27.04 5.02 28.40 6.95 
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Table 21 
Multivariate Analysis of Covariance for Affect Regulation Measures 
Multivariate Analysis ofCovariance (MANCOVA) 
Wilks' Lambda = .79 ApproxF = 2.53* Hypothesis df= 9 Error df= 224 
Univariate Analyses ofCovariance (ANCOVA) F (3,94) With Gender and Age as Covariates 
Variable Hypoth. SS Error SS Hypoth. MS Error MS F Post Hoc 
Age (cov) 164.64 6894.50 164.64 73.35 2.25 
Gender (cov) 3.74 6894.50 3.74 73.35 .05 
Rational 1047.56 6894.50 349.19 73.35 4.76** 1 < 4 
Age (cov) 25.90 4085.20 25.86 43.46 .60 
Gender (cov) 236.07 4085.20 236.07 43.46 5.43* 
Experiential 359.27 4085.20 119.76 43.46 2.76 
Age (cov) 55.05 3983.49 55.05 42.38 1.30 
Gender (cov) 20.45 3983.49 20.45 42.38 .48 
Automatic 178.35 3983.49 59.45 42.38 1.40 
* p < .05 ** p < .005 Post hoc 1 =panic disorder; post hoc 4 nonclinical controls. 
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processing under stress than social phobics, specific phobics and controls (Hypothesis 6). 
Bonferroni post hoc tests revealed that panic disordered participants reported using significantly 
less rational information processing when they cope with stressful situations (M = 31.00, SD 
~: 
8.87) than nonclinical controls (M = 40.48, SD 8.70, MDifference = - 8.99, P < .005). No 
statistical differences were obtained between the social phobics and specific with the control 
participants. 
Self-efficacy, Table 22 shows means and standard deviations of the Self-efficacy 
subscales (S-ES) scores. A one-way multivariate analysis ofvariance (MANOVA) was 
conducted on the S-ES subscales. Results indicated that groups differed significantly, Wilks' 
Lambda .60, approximate F(6, 190) = 9.09,p < .001. Follow-up analysis ofvariance 
(ANOV A) revealed statistically significant differences on both subscales, GS-ES-Generalized 
(F [3,96] = 9.45,p < .001), and S-ES-Social subscales (F [3,96] = 12.16,p < .001). Games-
Howell post hoc test for heterogeneous variances indicated that panic disordered participants 
reported significantly lower generalized self-efficacy (M 55.44, SD = 11.93) than nonclinical 
controls (M= 70.76, SD 6.52, MDifference = -15.32, p < .001). Similar results were found for 
social phobics, who also reported significantly lower generalized self-efficacy (M = 55.80, 
SD = 15.46) thannonclinical controls (MDifference = - 14.96,p .001). No other statistically 
significant differences were found (see Table 23). Thus, the results supported the prediction that 
panic-disordered participants would report significantly lower levels of generalized self-efficacy 
than nonclinical controls (Hypothesis 7). The predictions that panic disorder would also be 
associated with a significantly lower generalized self-efficacy than social phobia or specific phobia 
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Table 22 
Means, Standard Deviationsfor Self-Efficacy Measuresfor each Diagnostic Group 
Panic Disorder Social Phobia Specific Phobia Controls 
Self-Efficacy -----------------------------------------------------------------------------------------------
Subscale M SD M SD M SD M SD 
Generalized 55.44 11.93 55.80 15.46 63.52 11.69 70.76 6.52 

Social 19.56 4.26 14.76 4.64 20.76 3.91 21.12 3.99 
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Table 23 
Multivariate and Univariate Analysis of Variance for Self-Efficacy Measures 
Multivariate Analysis ofVariance (MANOVA) 

Wilks' Lambda .60 Approx F 9.02* Hypothesis df = 6 Error df = 190  
Univariate Analysis ofVariance (ANOVA) for Generalized Self-Efficacy 
Source df SS MS F Pos hoc 
Between Groups 3 3974.60 1324.87 9.45* 1 < 4; 2 < 4; 3 < 4 
Within Groups 96 13456.96 140.18 
Total 100 394182.00 
Univariate Analysis ofVariance (ANOVA) for Social Self-Efficacy 
Source df SS MS F Pos hoc 
Between Groups 3 646.83 215.61 12.16* 2<1,3,4 
Within Groups 96 1701.92 17.73 
Total 100 38639.00 
*p < .001 

Note 2: Post hoc 1 panic disorder; post hoc 2 social phobia; post hoc 3 = specific phobia; 

post hoc 4 = nonclinical controls. 
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were not supported. 
Scheffe post hoc on SS-ES-Social indicated that panic-disordered participants reported 
significantly higher social self-efficacy (M 19.56, SD 4.26) than social phobics (M = 14.76, 
SD = 4.6, M difference 4.80, p .002). In addition, social phobics also reported significantly 
lower social self-efficacy than specific phobics (M 20.76, SD 3.91, MDifference = - 6.00, 
P < .001) and nonclinical controls (M 21.12, SD 3.99, MDifference = - 6.36, P < .001). No 
significant differences were found between specific phobics and nonclinical controls 
(M Difference = -.36, ns). 
Prediction ofDiagnostic Statusfrom Combined Attributes 
A discriminant fimction analysis was perfonned to address the question about what 
combination ofvariables would best differentiate the four diagnostic groups (Table 24). 
Attributes, that is, predictor variables for diagnostic status were chosen based on, (a) their 
hypothesized theoretical importance in predicting clinical status, and (b) the results of 
MANOV AS and ANOV AS previously reported. Only the variables for which there were 
statistically significant differences among groups were included on the analysis. The following 
variables were considered in the analysis: fear ofanxiety (ACS-Anxiety), fear of death (MDAS­
Fear), fear ofbodily changes (BSQ-Mean), attachment anxiety (ECR-Anxiety), generalized self­
efficacy (GS-EF), social self-efficacy (SS-EF), and rational infonnation processing under stress 
(PMI-Rational). 
Three canonical discriminant fimctions emerged, which correlated with each ofthe groups 
(canonical r =.73, .56 and .08 respectively). The first canonical discriminant fimction accounted 
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Table 24 
Predictor Variables in Stepwise Discriminant Function Analysis 
Step Predictor variable 
Variables in 
discriminant 
function dfl df2 dB Wilks' Lambda F(3 ,92) 
1 ACS-Anxiety 1 1 3 92 .47 34.34* 
2 Social S-E 2 2 3 92 .38 19.14* 
3 MDAS-Fear 3 3 3 92 .32 
*p < .001 

Note: ACS-Anxiety = Affect Control Scale-Anxiety subscale; Social S-E = Social self-efficacy; 

MDAS-Fear = Multidimensional Death Attitude-Fear of death subscale. 
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for 71.80% ofthe variance, the second for 27.80% of the variance, and the third for 04% ofthe 
variance. Only the first two discriminant functions were statistically significant, accounting for 
99.6% of the variability among groups. This first canonical variable represented the dimension 
1'" 
along which the groups' centroids differed the most (Wilks' Lambda;::: .32; eigenvalue = 1.15). 
Fear of anxiety (ACS-Anxiety) correlated most highly with the first canonical discriminant 
function (r .98), followed by attachment anxiety (ECR-Anxiety; r = .51), generalized self-
efficacy (GE-ES; -.51), rational information processing (MPI-Rational; r - .24), and fear of 
bodily changes (BSQ-Mean; r .22). 
For the second discriminant function, social self-efficacy (SS-ES) correlated most highly 
(r .65). Wilks' Lambda for this discriminant function was .69 (eigenvalue AS). And, for the 
third discriminant function, fear ofdeath (MDAS-Fear) showed the highest correlations 
(r - .70). The Wilks' Lambda for this discriminant function was .99 (eigenvalue = .006), which 
suggests a very weak group separation. Furthermore, the chi-square (X2 [4, N 96] = .57, ns.) 
associated with Wilks' Lambda indicates the absence ofstatistically significant differences 
between the group centroids. Consequently, only the first two discriminant functions were kept 
(Table 25). 
A regression equation was built based on the standardized discriminant function 
coefficients. Stepwise forward elimination procedure was used to build the final discriminant 
model; SPSS default entry (partial F= 3.84) and removal criteria (partial F 2.71) were used. 
From the seven original predictor variables, a final model emerged, which included a first 
discriminant function formed by fear ofanxiety (ACS-Anxiety), and by a second discriminant 
function that comprised the variables social self-efficacy (SS-ES) and fear of death (MDAS-Fear). 
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Table 25 
Correlation ofDiscriminant Variables With Discriminant Functions (Function Structure Matrix) 
and Standardized Discriminant Function Coefficients 
Standardized canonical discriminant 
function coefficients 
Correlation with 
discriminant function 
Function Function 
1 2 3 1 2 3 
ACS-Anxiety 
MDAS-Fear 
Social S-E 
.92 
.03 
-.19 
.11 
.73 
.81 
.58 
-.77 
.64 
.98 
.36 
-.46 
.11 
.63 
.65 
.14 
-.69 
.61 
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The test statistics for each step are presented in Table 24. The set ofvariables included in this 
model could be used to differentiate reliably among the four groups, and correctly classified 
64.3% of the cases. The correct classification within each diagnostic group was as follows: 
58.3% of panic-disord~red participants; 79.2% ofsocial phobics, 48% of specific phobics, and 
72% ofnon clinical control participants (Table 26). Pairwise group comparison showed that the 
groups that differed the most were panic disorder versus nonclinical controls (F [3,90] 28.12, 
p < .001), and the social phobia versus nonclinical controls (F [3,90] 25.66, p < .001). The 
groups that differed the least were specific phobia versus nonclinical controls (F [3,90] = 6.64, 
p < .001). 
Intercorrelations Between Dependent Variables 
Another aim of this study was to explore the intercorrelations between the attachment 
dimensions and attachment-related constructs for the total sample. 
Associations to attachment anxiety and attachment avoidance. Table 27 presents the 
zero-order Pearson correlations between attachment-anxiety and fear ofbodily changes, fear of 
anxiety, fear ofanger, fear of depression, fear ofpositive emotions, fear of death, and generalized 
self-efficacy. It was found that high attachment anxiety was associated with high fear of anxiety (r 
[98] = .70,p < ,001, one-tailed), fear of anger (r [98] .59,p < .001, one-tailed), high fear of 
depression (r [98] .68), and high fear of positive emotions (r [98] = 53,p < .001). In addition, 
higher scores on attachment anxiety were associated with high fear ofdeath (r [99] .51, 
P < .001, one-tailed), and high fear ofbodily changes (r [97] .24, p = .009, one-tailed). 
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Table 26 
Classification Analysis for Diagnostic Groups 
Predicted Group Membership 
Panic Disorder Social Phobia Specific Phobia Controls 
Actual group 
membership N n % n % n % n % 
Panic Disorder 24 14 58.3 5 20.8 4 16.7 1 4.2 
Social Phobia 24 4 16.7 19 79.2 o o 1 4.2 
Specific Phobia 25 4 16.7 3 12 12 48 6 24 
Controls 25 o o 2 8 5 20 18 72 
Note: Overall percentage ofcorrectly classified cases 64.3 % 
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Table 27 
Intercorrelations for Attachment Dimensions and Fear ofBodily Changes, Fear ofEmotions, 
Fear ofDeath and Self-Efficacy Measures 
Attachment Dimension 
Variable Anxiety Avoidance 
Fear ofbodily changes .24*a .I6b 
Fear ofAnxiety .70***a .44***b 
Fear ofAnger .S9***a .S6***b 
Fear ofDepression .68***a .Sl***b 
Fear ofPositive Emotions .S3***a .S9***b 
Fear ofDeath .SI***a .ISb 
Generalized Self-Efficacy -.S6***a -.49***b 
Social Self-Efficacy -.3S***b -.43***a 
Depression (BDI) .66***a .S6***a 
*p < .01 ** p < .OOS *** P < .001 a = I-tailed b = 2- tailed 
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These findings support the prediction (Hypothesis 8) that high levels ofattachment anxiety 
would be associated with high levels offear ofemotions, fear of death, and fear of bodily changes. 
Finally, it was also found that the higher the attachment anxiety, the lower the generalized self-
if} 
efficacy (r [99] = - .56, P < .001). This result is consistent with the prediction (Hypothesis 9) of a 
negative significant correlation between the two variables. 
The hypotheses (10 & 11) that attachment anxiety and attachment avoidance would be 
inversely correlated with social self-efficacy were supported. It was found that the higher the 
attachment anxiety, the lower the perceived social self-efficacy r [99] = - .35, P < .001 (one­
tailed). A similar association was obtained between attachment avoidance and social self-efficacy, 
that is, the higher the attachment anxiety, the lower the perceived social self-efficacy, r [99] = 
- .43, P < .001 (one-tailed). 
It was predicted (Hypotheses 12 & 13) that both attachment anxiety and attachment 
avoidance would show a positive significant correlation with depression. Findings supported those 
predictions. The lower the attachment anxiety and attachment avoidance, the lower participants' 
levels ofdepression, (r[99] = .66, p < .001, one-tailed; r[99] = .56, P < .001, one-tailed, 
respectively). Finally, a moderate positive correlation between attachment anxiety and attachment 
avoidance was obtained (r [99] = .42,p < .001). 
Preferred information processing style under stress. The prediction that there would be 
an inverse correlation between the tendency to use experiential information processing under 
stress and perceived generalized self-efficacy (Hypothesis 14) was supported by the results. 
Specifically, a low negative correlation, r (100) - .22, P < .05 (one-tailed) between the two 
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variables emerged. This finding suggests that, the greater the tendency to use experiential 
information processing style under stress, the lower the perceived generalized self-competence. 
As an exploratory analysis, the correlations of experiential processing style with social 
self-efficacy was also computed. It was found that experiential processing was not significantly 
correlated with social self-efficacy, r(100) = .08, ns (two-tailed). 
In addition, the correlations between rational information processing style with generalized 
and social self-efficacy were also obtained. Rational experiential processing under stress showed a 
moderate and positive correlation with generalized self-efficacy, r(100) = .44,p < .001 (two­
tailed). This correlation suggests that the higher the preference for rational information processing 
under stress, the higher participants' generalized self-efficacy. No significant correlations were 
obtained between rational information processing under stress and social self-efficacy, r(100) = 
12, ns (two-tailed) (See Table 28). Finally, the negative significant correlation between 
generalized self-efficacy and fear of bodily changes was found, r(98) = -.30,p < .005. This 
correlation suggests that the higher the perceived self-confidence to deal with one's important 
issues in life, the lower is the fear of bodily changes. 
Additional correlations among attachment related constructs. Another question of the 
study was to explore the nature and extent ofthe association between fear of bodily changes, fear 
ofemotions, preferred information processing style under stress, fear of death and generalized and 
social self-efficacy. Pearson product-moment correlations were used to address such questions. 
Given the large number of correlations, Bonferroni alpha adjustment was followed 
in order to keep correlations' alpha at a .05 level. Thus, the nominal alpha level was divided by 
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Table 28 
Intercorrelationsfor Information Processing System Under Stress and Self-Efficacy Measures 
Preferred Information Processing Style Under Stress 
Self-Efficacy Subscale Rational Experiential Automatic 
Generalized .44****b -.22*a .42****b 

Social .l2b .08b .29***b 

*p < .05 * *p < .01 *** P < .005 **** p < .001 a = 1-tailed b 2- tailed 
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the number ofcorrelations (.05/28 = .001), and only correlations with an alpha equal to or less 
than .001 were considered statistically significant (Table 29). 
It was found that Affective Control Scale subs cales were negatively correlated with self­
efficacy measures. Sp~cifically, higher levels of fear of anger, fear of depression, fear of positive 
emotions, and fear ofanxiety were inversely associated with generalized self-efficacy (rs -.57,­
.63, -60, -63; the N for all correlations was 98, andps < .001). Similarly, higher levels of fear of 
anger, fear ofdepression, fear ofpositive emotions, and fear ofanxiety were negatively associated 
with and social self-efficacy (rs -.54, -.41, -.38 , -.44; the N for all correlations was 98, ps < 
.001). Fear ofanxiety and fear of depression were significantly correlated with fear of bodily 
changes (r [96] = o46,p < .001; r [96] .30,p < .005, respectively). The correlations between 
fear of anger and fear of positive emotions with fear of bodily changes were not statistically 
significant. The correlations between all four ACS subscales with fear of death (MDAS-fear) were 
significant and positive. Specifically, fear ofanger, r (98) = .36, p < .001, fear ofdepression, 
r (98) .36,p < .001, fear ofpositive emotions, r (98) = .29,p < .005, and fear of anxiety, r (98) 
044, p < .001. Those correlations indicate that, the greater the fear oflosing control over their 
emotions, the higher was participants' fear ofdeath. It was also found a significant and positive 
correlation between fear ofdeath and fear ofbodily changes, r (98) = o4O,p < .001. This 
association indicates that, the higher the fear ofdeath, the higher, the higher participants' fear of 
bodily changes. 
All four ACS subscales correlated significantly and negatively with the tendency to use 
rational information processing under stress; specifically, fear of anger, r (98) = -.33, p .001, 
fear of depression, r (98) -.33, p = .001, fear ofpositive emotions, r (98) = -.29, P < .005, and 
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Table 29 
Intercorrelations ofAffect Control Measures With Self-Efficacy Measures, Preferred 
Information Processing Styles, Fear ofBodily Changes and Fear ofDeath 
~ear of Rational Experiential Fear of General Social Automatic 
Death Information Information Bodily Self- Self- Information 
Processing Processing Changes Efficacy Efficacy Processing 
----------- ------------- ------------ ------..._--- -----..._------ ------------ ---...------------,... 
Fear of Anger .36**** -.33**** .08 .19 -.57**** -.54**** -.38**** 
Fear of Depression .36**** -.33**** .19 .30*** -.63**** -A1 ***'" -.28** 
F ear of Anxiety A4**** -AO**** .36**** A6**** -.63**** -A4**** -.29*** 
Fear of Positive Emot .29*** -.29*** .21" . 24" -.60**.... -.38**** -.23* 
* p < .05 *.. P < .01 **.. P < .005 **** P < = .001 (2-tailed) 
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fear of anxiety, r (98) = AO,p < .001. Thus, participants who reported low use of rational 
information processing under stress, tend to report elevated fear of losing control over their 
emotions. From the four ACS subscales, only fear of anxiety had a significant correlation with the 
tendency to use experf~ntial information processing under stress, r (98) = .36, P < .001. This 
indicates that participants who report a tendency to experientially process information under 
stress also tend to have higher level of fear ofanxiety. 
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Discussion 
Recently, psychodynamic and cognitive-behavioral scholars have hypothesized that the 
development ofconflict/concerning the individual's dependency and autonomy precede panic 
onset and represents a risk factor for panic disorder (e.g., Barlow, 2000; Chambless et aI., 1996; 
Guidano, 1987; Sable, 2000; Shear, 1996). The present study explored the association of 
attachment dimensions and attachment related constructs with panic disorder. 
Attachment anxiety and attachment avoidance. As predicted results indicated that 
panic-disordered participants evidenced higher levels of attachment-related anxiety than control 
participants. These results are broadly consistent assumptions that people who develop panic 
disorder have difficulty addressing and resolving interpersonal conflicts (Barlow & Cerny, 1988; 
Brodbeck & Michelson, 1987; Chambless & Goldstein, 1981). Present results also support the 
attachment theory perspective (Bowlby, 1973) in that such interpersonal difficulties and 
apprehension are not exclusive ofpanic-disordered individuals. No significant differences between 
the panic and social phobia groups were found on attachment anxiety. 
The results of the analysis comparing panic-disordered participants and social phobics to 
nonclinical controls indicated that only social phobics reported significantly higher levels of 
attachment-related avoidance than nonclinical controls. Also, both panic-disordered participants 
and social phobics reported a significantly greater tendency than specific phobics to avoid getting 
emotionally close to their romantic partner. 
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Affect regulation. As mentioned in the introduction, panic-disordered individuals typically 
report fear of losing emotional control, particularly, fear of experiencing anxiety. Results indicate 
that panic disordered participants reported higher levels offear ofanxiety as compared to controls 
and specific phobics. Furthermore, in the present study, not only the fear ofanxiety was 
examined, but also the fear of losing control over other emotions: Depression, anger, and positive 
emotions. It was found that panic-disordered participants evidenced higher fear of depression than 
specific phobics and controls. Also, panic-disordered participants reported a higher fear of anger 
and positive emotions than the nonclinical controls. Overall, these findings indicate that 
individuals with panic disorder not only experience fear offear, but also experience fear o flo sing 
emotional control in general. These results support Williams et aI's (1997) suggestion and findings 
that people who fear anxiety are also prone to be afraid ofother strong emotions as well. 
Findings indicate that the panic-disordered did not differ significantly from social phobics in the 
fear of losing control over their emotions. Thus, a low sense of emotional self-efficacy seems to 
be associated with a predisposition to panic disorder and sociaI' phobia. Given the correlational 
nature ofthe present study, it is not clear whether a low sense ofemotional self-efficacy results in 
high levels ofpanic disorder and social anxiety 01' whether high levels ofpanic disorder and social 
phobia lead to an undermined emotional self-efficacy. Overall, these results suggest that 
researchers and clinicians may need to include an assessment offear ofemotions to assess for 
vulnerability for panic disorder. 
Fear ofbodily changes. Results of this study partially supported the prediction that panic 
disordered participants would report significantly higher levels offear ofarousal-related 
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sensations than social phobics, specific phobics and nonclinical controls. Specifically, panic-
disordered participants evidenced higher levels offear of bodily changes than social phobics and 
controls. Results ofcorrelational analysis was consistent with previous research findings (e.g., 
43· 
Berg et aI., 1998; Williains et aI, 1997) indicating a tendency for people who are afraid of 
emotions to also be afraid ofarousal-related sensations. In addition, the present results indicate 
that high fear of bodily changes was found to be associated with intense fear of death. The fact 
that both fear ofemotions and fear ofdeath were elevated in panic-disordered participants may 
account for their high apprehension about experiencing bodily changes. 
The lack ofsignificant difference between the panic disorder and specific phobia groups on 
fear of bodily changes is interesting. Although fearful fliers reported significantly lower fear of 
emotions than panic-disordered participants, their levels offear ofdeath were similar. It is likely 
that fearful fliers' elevated fear ofdeath may have accounted for the similarities in their fear of 
arousal-related sensations. 
Fear ofdeath. Results partially supported the prediction that panic-disordered participants 
would report significantly higher fear ofdeath than any other diagnostic group of the study, 
Participants with panic disorder differed from participants with social phobia or nonclinical 
controls in that the former group evidenced higher fear ofdeath. Thus, panic-disordered 
participants were more likely to worry about dying and more disturbed by the shortness oflife and 
awareness of their own mortality than social phobics and control participants. 
The panic disorder group reported somewhat higher fear ofdeath than the specific phobia 
group, but the difference was not significant. The lack of significant differences between the panic 
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disorder and the specific phobia participants was probably due to the nature of the specific phobia 
group: fear of flying. This finding suggests that individuals who are afraid of flying report 
approximately the same levels of death anxiety than panic-disordered participants. 
Preferred information processing style under stress. Results failed to support the 
hypotheses that, under stress, panic-disordered participants would be significantly more likely to 
use experiential information processing style than social phobics, specific phobics and nonclinical 
controls. The difference between the panic disorder group and the nonclinical controls was the 
larger of the three group comparisons and approached significance. The lack of significant 
differences among groups on experiential processing should be interpreted with caution, given the 
lower observed power for those comparisons. Future studies with greater power may find 
significant differences. In addition, data from the present study indicated that participants' 
preference to cope with stressful situations based upon emotionally driven reactions and intuitive 
hunches was associated with reports of low perceived general self-efficacy, a variable that 
differentiated panic-disordered participants from controls. 
Group differences emerged regarding the participants' preference for rational information 
processing under stress. Results indicate that, when facing stress, panic-disordered participants 
are less 1ikely to use rational information processing style than nonclinical controls. In other 
words, under stress, nonclinical controls seem to be more prone to adopt a problem-solving 
approach to their difficult situations. For example, control participants were more likely to break 
down a stressful situation into smaller parts and deal with them one at a time, to define specific 
goals, to gather relevant mcts and to study alternative ways ofcoping. No significant differences 
were observed between the three anxiety disorder groups on their tendency to use rational 
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information processing under stress. Taken together, the results for both infonnation processing 
styles suggest that the panic-disordered participants were not using significantly more emotional 
reasoning to guide their coping efforts than controls, but were less systematic in their coping 
approach. That is, controls reported being more likely to plan their coping effort, to gather the 
necessary information, and to inhibit coping actions until an appropriate opportunity arises. No 
previous research has been published studying the relationship between the use of different 
infonnation processing styles under stress and panic disorder. 
Generalized and social self-efficacy. One of the aims of the present study was to examine 
the connection between generalized self-efficacy and panic disorder. Results supported the 
prediction that panic-disordered participants would show significantly lower global self­
confidence ofbeing able to accomplish important goals in their lives compared to nonclinical 
controls. This finding broadly supports Chorpita and Barlow's (1998) hypothesis that the 
perceived inability to influence important events and outcomes in the people's lives is a risk factor 
for anxiety and panic. Data failed to support the hypothesis that panic-disordered participants 
would also exhibit significantly lower levels of generalized self-efficacy than social phobics and 
specific pho bics. 
One additional issue was addressed. Results of testing group differences regarding social 
self-efficacy indicate that social phobics exhibited the highest perceived inability to influence or 
control social situations, as compared to the other groups. Specifically, social phobics reported 
significantly lower levels of social self-efficacy than any ofthe other three groups. These findings 
are consistent with social phobics' core conflict: The low sense of social competence makes social 
phobics believe that they cannot meet others' evaluative standards, which triggers and maintains 
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their anxiety in social situations. No significant differences between specific phobics and controls 
were obtained. 
ti2 
Correlates a/high attachment anxiety and attachment avoidance. Findings indicate that 
high levels of attachment anxiety are associated with high levels ofdeath anxiety. Such a 
relationship is consistent with Lifton's (1973) contention that secure attachment is a protective 
factor against the fear of death, and with results from studies indicating that insecure attachment 
is associated with greater fear ofdeath (Florian & Mikulincer, 1998; Mikulincer et al., 1990). 
Consistent with the hypothesis that attachment disturbances interfere with the ability of 
affect regulation (Ainsworth, 1989: Bowlby, 1988), present findings indicate that high attachment 
anxiety is associated with high fear of emotions. The assumption is that individuals high in 
attachment anxiety get overwhelmed with intense emotions, constituting an aversive experience 
(e.g., Ainsworth et al., 1978; Bowlby, 1973; Mikulincer & Florian, 1998). A number of studies 
have reported securely attached individuals are more tolerant ofdistress, and more capable of 
experiencing negative emotions without feeling overwhelmed (e.g., Armsden & Greenberg, 1987; 
Kemp & Neimeyer, 1999; Mikulincer & Florian, 1998). 
From a cognitive-behavioral perspective, Bandura (1991) suggested that individuals with 
low self-efficacy fear to lose control their emotions and arousal changes, and develop fear of such 
reactions. The present data supports Bandura's hypothesis in that high attachment anxiety is 
associated with high fear ofanxiety and high fear of bodily changes. It was also found that 
elevated fear of anxiety is associated to high fear of bodily changes. These findings are also 
consistent with a number of studies indicating that low coping self-efficacy with fear is associated 
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with intense sUbjective reports offear and greater physiological reactivity (e.g., Hoffart, 1995; 
Kinney & Williams, 1998). 
Support was also found for the hypotheses that high attachment anxiety would be 
associated with low geteralized self-efficacy and social self-efficacy. These findings suggest that 
elevated attachment anxiety would hinder the development ofan adequate sense of generalized 
and social self-efficacy. Present results are broadly consistent with the attachment theory 
hypothesis that insecure attachment biases the individual's interpretation of stressful events in 
such a way as to confirm negative beliefs about his/her own resourcefulness (e.g., Bartholomew & 
Horowitz, 1991; Collins & Read, 1994). Findings are also consistent with Chorpita and Barlow's 
(1998) assumption that disturbances in the attachment process are involved in the development of 
perceived inability to influence events and outcomes in the environment, which in tum, is 
associated with fear and anxiety. 
Upon examining the correlations between attachment avoidance and related constructs, 
several interesting findings emerged. First, similar to attachment anxiety, high attachment 
avoidance was also associated with high levels of fear ofanxiety, fear of anger, and fear of 
depression, and low generalized self-efficacy and low social self-efficacy. This is not surprising 
given the conceptual and empirical association between the two constructs. The present study 
found that participants who reported elevated levels of attachment anxiety tended to report high 
levels of attachment avoidance. However, psychological correlates for both attachment 
dimensions are not identical. For example, differing from attachment anxiety, attachment 
avoidance was not found to be associated with fear ofdeath or fear ofbodily changes. Neither 
attachment theory nor panic disorder theories have specific hypotheses regarding the role of 
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attaclnnent avoidance in panic disorder. Thus, overall results from the present study suggest that 
attaclnnent avoidance also plays an indirect role in rendering individuals prone to panic disorder 
and social phobia. 
Finally, consistefl.t with attaclnnent theory and previous empirical findings (e.g., Bowlby, 
1980; Roberts, Gotlib & Kassel, 1996; Hammen, Burge, Daley, et ai., 1995) both high levels of 
attaclnnent anxiety and high attaclnnent avoidance were found associated with elevated levels of 
depression. Different complementary and hypothetical mechanisms may explain such a link. For 
example, high attaclnnent anxiety and avoidance may hinder the formation of social competence 
and positive social relationships. Such difficulties tend to bring dissatisfaction and pessimism, and 
thereby may promote depressed feelings. Another possible pathway was reported by Roberts et al. 
(1996) who found that the association between attaclnnent disturbances and depression in college 
students was mediated by dysfunctional attitudes. To discuss in more detail the association 
between attaclnnent and depression goes beyond the scope of the present study. No further 
discussion of the topic will be presented. Overall, present findings indicate that attaclnnent anxiety 
and attaclnnent avoidance seem to sensitize individuals to both, anxiety and depression. 
What distinguished panic disorder from the other groups? The three variables that best 
differentiated the four diagnostic groups were: fear ofanxiety, fear of death, and social self­
efficacy. Both panic disorder and social anxiety groups reported similar levels ofapprehension 
about losing control over their anxiety. High fear of anxiety and low social self-efficacy 
differentiated panic disorder and social phobia groups from fearful fliers and nonclinical controls. 
Elevated fear ofdeath characterized panic-disordered participants and fearful fliers, and 
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distinguished them from social phobics and controls .. 
It is likely that, given the overlap in some ofthe risk factors relevant for each group, and 
the commonalities in some comorbid psychological symptoms, no group was different from the 
other three on a particular variable. Consequently, an interesting question is: What combination of 
variables characterized panic-disordered participants and differentiated them from social pho bics, 
fearful fliers and controls? Results from the present study indicate that panic disordered 
participants evidenced high attachment anxiety which may render them prone to seek intimacy, 
and fear interpersonal conflicts. Such fear of conflicts may result not only from their apprehension 
about abandonment and preoccupation with relationships, but also from their low self-confidence 
about handling interpersonal situations. It was also found that panic-disordered participants 
reported high levels of fear ofdeath which was associated with high attachment anxiety. This 
finding indicates that the higher participants' attachment anxiety, the higher their fear ofdying. 
This fmding is broadly consistent with results from previous studies indicating that insecure 
attachment style is associated with intense fear ofdeath (e.g., Florian & Mikulincer, 1998; 
Mikulincer et aI., 1990). This relationship between attachment anxiety and fear ofdeath could 
help to explain panic-disordered participants' intense fear ofdeath. Specifically, their strong fear 
ofdeath may be due to their separation anxiety; that is, they may interpret death as a separation 
from their significant others. Another possibility for this relationship was suggested by Lifton 
(1973, 1979) who suggested that individuals with insecure attachment styles fail to achieve a 
sense of symbolic immortality, and consequently fear death. Based upon their results, Florian and 
Mikulincer's (1998) hypothesized that the relationship between symbolic immortality and fear of 
death is moderated by other variables such as attachment style. 
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It is noteworthy that even though fearful fliers reported comparable levels of fear of death 
and fear of bodily changes than panic-disordered participants, their levels of attachment anxiety 
and fear of emotions were significantly lower than those ofpanic-disordered participants. These 
findings suggest that 16w or moderate attachment anxiety and low fear of emotions may act as 
protective factors, preventing people with intense fear ofdeath (e.g., fearful fliers) of generating 
spontaneous panic attacks when facing stressful life events. It is noteworthy to indicate that, in 
the present study, high attachment anxiety was found to be associated with intense fear of 
emotions. 
When panic-disordered participants were compared with social phobics, the only 
significant differences were that the former group evidenced significantly higher fear ofdeath and 
fear ofbodily changes. These fmdings suggest that socially anxious individuals, characterized by 
high attachment anxiety, low generalized and social self-efficacy, and elevated fear of emotions, 
do not generate spontaneous panic attacks under stress because they are not afraid of death and 
arousal-related sensations. Consequently, they may not interpret their bodily changes as indicators 
of physical threat. Given the similarities between panic-disordered participants and social phobics, 
an interesting question is why socially phobic participants are not as afraid of death as panic­
disordered individuals? The incorporation of additional variables (e.g., sociotropy-autonomy 
cognitive styles, perceived social support, history and nature ofthe stressors people are exposed 
to) in future studies might help to answer such question. 
In an exploratory study Williams et al (1997) found evidence suggesting that people's fear 
of emotions is associated with the attribution they make for their lack ofcontrol over aversive 
external events. This is consistent with the findings from the present study indicating that 
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panic-disordered participants reported significantly lower generalized and social self-efficacy than 
nonclinical controls, which render them prone to feel they have little control over a number of 
important external situations. It is also consistent with the present finding that both measures of 
self-efficacy correlatelsignificantly with fear ofemotions. 
Limitations ofthe study 
The design ofthe study poses some limitations, which should be acknowledged because 
they provide directions for future research. The quasi-experimental nature ofthe design used in 
this study will not allow for the establishment ofcausality or make any unqualified assumptions 
about long-tenn attachment processes. Thus, these findings only represent an indirect support or 
refute the hypothesis that panic-disordered individuals have developmental risk factors (e.g., 
attachment anxiety and attachment avoidance) that make them predisposed to panic. Causal 
hypotheses can be best explored in future longitudinal studies. 
Given the design used in this study it is impossible to disentangle the antecedents ofpanic 
disorder from its concomitants. That is, because the study was based on individuals who had 
already developed anxiety disorders, it was not feasible to conclude whether or not pre-existing 
attachment disturbances and other constructs measured in the study influenced the proneness for 
panic disorder. It is possible that the vulnerability created by their anxiety disorders may have 
affected participants' perceptions ofmeasured constructs. On the same lines, the temporal stability 
of the dispositional variables (e.g., attachment anxiety, fear ofemotions, information processing 
style, etc.) is assumed in the study. However, only longitudinal studies will confinn such 
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assumptions. Thus, an important unresolved question is whether the attachment-related factors 
constitute risk for the development ofpanic disorder, or are reactions to the experience ofpanic 
disorder. 
It is likely that the four diagnostic groups may differ on some other variables not measured 
in the present study (e.g., locus ofcontrol, attentional bias, personality disorders, etc.). Such 
variables might have influenced the relationships among the measures included in the study, and 
confounded the interpretation ofsome ofthe findings. 
Attachment is a complex construct, and differences on its conceptualization have 
generated some controversy in terms ofmeasurement. Self-report scales are considered by most 
researchers to be a valid method of assessing attachment orientations and behaviors in adults. 
Furthermore, a number of studies have indicated that self-report measures ofadult attachment are 
consistently associated with behavioral-expressive indicators ofattachment providing ample 
evidence in favor of such assumptions (e.g., Bartholomew & Horowitz, 1991; Brennan, Clark & 
Shaver, 1998; Kirkpatrick & Davis, 1994; Mikulincer & Nachshon, 1991; Shaver & Brennan, 
1992). However, some attachment researchers have suggested that self-report measures are 
unlikely to relate to attachment behavior, failing to accurately measure attachment (e.g., Borman 
& Cole, 1993; Crowell, Treboux, & Waters, 1993). The arguments behind the criticism are that 
self-knowledge is limited, and that there are aspects ofattachment patterns that are inaccessible to 
conscious awareness and, therefore, cannot be evaluated by self-report measures (Crowell & 
Treboux, 1995). Thus, it could be argued that a more comprehensive assessment ofattachment 
would have been preferable for increased accuracy. 
Given the small sample size, results will have limited generalizability to relevant anxiety­
Attachment and Panic Disorder 124 
disordered populations. In addition, because most participants were European-American and well 
educated, present findings will not necessarily be generalized for populations with different 
cultural, educational or socioeconomic conditions. Thus, future systematic replication of the 
.I? 
findings obtained in this study would help to establish their external validity. 
It is important to acknowledge that diagnosis ofparticipants was made by clinicians who 
were not blind to the hypotheses ofthe study. It could be argued that despite the control measures 
used to achieve valid diagnoses, their awareness ofthe aims ofthe study could have influenced the 
diagnostic classification for each participant. 
Interpretation ofthe results is somewhat clouded by lack ofmeasurement ofparticipants' 
state ofanxiety and stress levels at the moment of the assessment. This evaluation would have 
been useful because the attachment system is activated under stress. The stress or state anxiety 
scores could have been used as a covariate, which might have resulted in a more accurate 
assessment ofparticipants' attachment dimensions. 
Finally, the ideal measurement of the screening and dependent variables would have been 
without the influence ofthe psychotropic medications. Unfortunately, for ethical reasons, this 
confounding factor was not experimentally controlled. It is likely that, without medications, the 
differences among the anxiety-disordered and the control participants would have been larger than 
under drug influence. 
Implications and Future Research 
Research implications. Findings from the present study suggest that the applicability of 
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the attachment framework in understanding anxiety disorders could represent a fertile research 
topic. As already noted, the risk factors for developing panic disorder are multiple in nature, and 
their interaction is complex. It is acknowledged that attachment dimensions accounted for only 
some ofthe differences among the groups. However, interesting patterns of associations were 
found among attachment dimensions and other risk factors, such as fear ofemotions, and 
particularly fear ofanxiety, fear ofdeath, fear ofbodily changes, and self-efficacy. 
Future longitudinal studies will help to determine the potential nonspecific causal role that 
insecurity attachment has in the development ofpanic disorder. For future research, other 
interesting variables to be included in the study are: participants' personality disorders, beliefs 
about the consequences of arousal-related sensations, locus ofcontrol, symbolic immortality, 
perceived social support, sociotropy-autonomy cognitive styles, early maladaptive schemas, and 
history and nature ofthe stressors people are exposed to. 
As mentioned earlier, based on the tenet of attachment theory that stress is requisite to 
activate the attachment system, future research should include a measure of the stress level at the 
moment of the assessment. This measure not only would help to interpret the findings as the 
influence of current stress on the predictors could be covariated, but also because it would allow 
in longitudinal studies, exploration of the attachment system reactions at different stress levels. 
Clinical implications. Present results suggest that it could be important to study the 
nature of interpersonal context within which individuals function to understand their risk for 
panic. Moreover, should future longitudinal studies support these findings, it would seem to 
justifY the addition of interpersonal components to the cognitive-behavioral treatment protocol for 
Attachment and Panic Disorder 12 6 
panic disorder, which at present, is exclusively symptom-focused. 
Summary and
Overall, the results of the study provide support for previous findings in the sense that 
insecure attachment is associated with psychopathology. Specifically, findings indicate that 
panic-disordered participants evidenced, among other differences, higher levels of attachment 
anxiety and attachment avoidance than nonclinical controls. Results also revealed that panic 
disordered participants and social phobics were the most similar of the four groups. Specifically, 
both groups were highly concerned with losing control over their emotions, particularly anxiety, 
both groups reported higher attachment anxiety and attachment avoidance levels than nonclinical 
controls, and lower generalized self-efficacy than controls. The two groups differed in that panic­
disordered participants reported higher levels of fear of death, higher fear of bodily changes and 
higher social self-efficacy than social phobics. They also differed as panic-disordered participants 
reported significantly less use of rational information processing under stress than control 
participants; whereas, no significant differences on rational information processing were found 
between the social phobics and the controls. 
The diathesis-stress model implicit in the cognitive-behavioral theory ofpanic is 
conceptualized as moderational and mediational in that the effects ofnegative life events are 
moderated and mediated through people's interpretations of such events. Present findings 
suggest that attachment insecurity seems to constitute one of the factors that promote systematic 
catastrophic interpretations of the emotional and physical reactions to stressors, therefore, 
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representing a nonspecific risk factor for panic. Attachment disturbances in adults seem to 
contribute to panic disorder through more panic specific risk factors, such as fear of death, fear of 
anxiety and fear of bodily changes. It is clear that a lot more is to be learned about the pathways 
that moderator factors can lead to panic disorder. 
Taken together, results of this study suggest that attachment theory could provide an 
integrative perspective about the interplay of cognitive, affective, behavioral and interpersonal 
processes relevant to understanding panic. In addition, as suggested by Chorpita and Barlow 
(1998), attachment theory may also function as a conceptual bridge linking early maladaptive 
experiences and the development of a cognitive style that render people prone to panic. 
A final comment, even though the findings from the present study can be interpreted as 
support for the hypothesis that attachment insecurity represents a nonspecific vulnerability factor 
for the development ofpanic disorder, in the absence of longitudinal data, the reverse is equally 
likely: The psychological vulnerability ofexperiencing panic disorder and social anxiety might 
have led participants to experience insecurity in their attachment. Future longitudinal studies will 
answer that question. The challenge for the anxiety disorders researchers is to learn enough about 
the risk factors for the development and maintenance ofpanic disorder in order to prevent the 
disorder and to minimize the chances ofrelapses after treatment. 
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1 = European American 1 = Married 

2 = African American 2 = Single 

3 = Latin American 3 = Cohabiting 

4 = Asian American 4 Separated 

5 = Arab American 5 Divorced 

6 = Native American 6 = Widowed 

7 = Other 1"'''''''''''''''-'' ',_________  
Is your native language English? YES 
If NO, Are you as fluid in English? YES 
What is your household's yearly income (please circle a number): 
l. under $ 10,000 4. $ 50,000 to 74,900 7. $ over $ 250,000 
2. $ 10,000 to $ 24,999 5. $ 75,000 to 99,999 
3. $ 25,000 to 49,999 6. $ 100,000 to $ 249,999 
Page 1 of 6 
-------------------------------------------
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CURRENT MEDICAL STATUS 
Are you currently being treated for any physical disease or condition? YES NO 
If specity which 
When was your lust physical exam? _____~________..,_---------­
What were the results of that exam? 

Are you currentlv on any psychotropic (nerve) medication (e.g., for anxiety, depression)? 

NO_ 
If YES, please specify (see next page): 
Name of drug Dose/mg How long have you been taken the drug? 
----------~ -_.._- ---­
Have you ever taken any psychotropic medication? YES_____ NO 
If YES, please specifY; 
Name of drug Dose/mg Last time you took the drug For how long did YOll take the drug? 
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PRESENTING PROBLEMS  
Now I am going to ask you questions about specific problems that mayor may not apply to you. 

What is your main concern or primary emotional problem for which you wunt heJp?___ 

How distressing is this problem to you? Rate the severity of the problem using the follo\ving 
scale: 
0----------1----------1-----------3 -----------4----------5 ------. ·--6----------7---------8 
None Mild Moderate Severe Very severe 
How much has that problem interfered with your life (e.g., daily routine, school, job, social 

activities)? Rate the severity of the problem using the following scale: 

0----------1----------2-----------3 -----------4----------5----------6----------7---------8 
None Mild Moderate Much Very much 
If applicable, 'What additional concerns or emotional problems do you experience? 
Problem # 2: 
---­
How distressing is this problem to you? Rate the severity of the problem using the following 
scale: 
0----------1 
None Mild Moderate Severe Very severe 
How much has that problem interfered with your life (e.g., daily routine, school, job, social 
activities)? Rate the severity of the problem using the following scale: 
0----------1----------2-----------3-----------4----------5----------6----------7 ---------8 
None ~md Moderate Much Very much 
Problem # 3: ..-~-.~...-------------------­
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Ho\v distres:sing is this problem to you? Rate the severity of the problem using the following 
scale: 
0----------1----------2 -----------3 -----------4----------5 ----------6----------7 ---------S 
None i\filJ Moderate Severe Very severe 
I!;: 
Hovy' much has that problem interfe.red with your life (e.g., daily routine, school, job, social 
activities)? Rate the severity of the problem using the iollo\ving scale: 
0----------1----------2-----------3 -----------4----------5 ----------6----------7 ---------8 
None Mild Moderate t'viuch Very much 
Problem # 
Hmv distressing is this problem to you? Rate the severity of the problem using the following 
scale: 
0----------1----------2 -----------3 -----------4----------5 ----------6----------7 ---------8 
None Mild Moderate Severe Very severe 
How much has that problem interfered with your life (e.g., daily routine, school, job, social 
activities)? Rate the severity of the problem llsing the following scale: 
0----------1----------2 -----------3 -----------4----------5 ----------6----------7 ---------8 
None Mild Moderate Much Very much 
Timing of Problem Onset (if applicable) 
Of the different emotional problems you mentioned, please indicate the temporal sequence of the 
onset of each problem (see next page): 
Problem # 1___~_____ ____ Started approximately 
Problem # 2 ______________ Started approximately 
Problem # 3 
----
_________ Starkd approximately 
__________ StaIicd approximately by:,_______Problem # 4 
--­
Do you see a relationship among your ditIerent emotional problems?: YES NO 
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PANIC ATTACK HISTORY 
Do you currently have times when you feel a sudden rush of very intense fear or discomfort 

accompanied by a sense of imminent danger or impending doom and an urge to escape? 

YES NO 
If YES, Do these feelings of sudden fear come "out of the blue" for not apparent reason, or in 
situations where you did not expect them to occur'? 
YES NO 
In what kind of situations are these abrupt rushes of intense fear more likely to occur? ____ 
Have you ever had times whcn you felt a sudden rush ofvcry intense fcar or discomfort 
accompanied by a sense of imminent danger or impending doom and an urge to escape? 
YES NO 
If YES. Did these feelimzs of sudden fear come "out of the blue" for not aODarent reason. or in_ &A • 
situations where you did not expect them to occur? 
YES NO 
If YES, How many separate periods oftime in the past have you had ",,"hen YOll experienced these 
abrupt rushes of intense f~ar or discomfort? 
4 6 7 9 10 More than I 
In what kind of situations were these abrupt rushes of intense fear more likely to occur? ___ 
1 
172 
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Copy of the General Information Form 

For Nonclinical Participants 
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174 ERAL INfORMATION FORM 
DEMOGRAPHICS 
Name: 
----------------------------­
Today' s Date: 100--------, 
Date of Birth:
------­
Gender: Male Female 
--­ ~------
Phone: Home
-----_..._.­
Education level (circle one): Religion (circle one): 
Less than High School (*) Christian, Denomination: -------
2 High School Graduate or GES 2 Jewish 
3 ,1 to 3 Years of College! Associate Degree 3 Muslim 
4 4 or More Years of College 4 Buddhist 
5 Hindu 
(*) If you selected this option, please indicate the last 6 =Other religion: _______ 
grade you finished: grade 7 = No religion 
Occupation: __________________ 
Ethnicity (circle one) : Marital Status (circle one): 
1 European American 1 == Married 
2 African American 2 = Single 
3 = Latin American 3 = C ohabi ting 
4 Asian American 4 == Separated 
5 Arab American 5 = Divorced 
6 Native American 6 = \Vidowed 
7 = Other (specity): ________ 
Is your native language English? YES NO 
lfNO, Are you as fluid in English? YES NO 
What is your household's yearly income (please circle a number): 
1. under $ 10,000 4. $ 50,000 to 74,900 7. $ over $ 250,000 
2. $ 10,000 to $ 24,999 5. $ 75,000 to 99,999 
3. $ 25,000 to 49,999 6. $ 100,000 to $ 249,999 
Page I of 4 
------------------------------
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CURRENT MEDJCAL STATUS 
Are you currentlv being treated for any physical disease or condition'? YES r;o 
If YES. speci1Y which UUL.CD .... ' 
When was your last physical exam'?______________________ 
What were the results of that exam? 
Are you currentlv on any psychotropic (nerve) medication (e.g., for anxiety, depression)? 
NO 
If YES, please specifY (see next page): 
Name of drug Dose/mg Ho\v long have you been taken the dmg? 
PSYCHIATRIC HISTORY 
To the best of your knowledge, have you ever been diagnosed with a psychiatric or mental 

disorder? 

If your answer was YES. what was the 
Have you ever received treatment from a clinical psychologist, psychotherapist or psychiatrist? 
YES___ 
If your answer \vas YES. what \-vere the reasons to seek treatment: ___________ 
176 
Have YOLI ever taken any pSY'chotropic medication: YES___ 
If YES, please spet:ily: 
Name of drug Dose!Jllg Last time you took the drug For how 10m! did YOU take the druu '1 ...... ~ v' 
In your opinion, do you currently experience psychological problems that are severe enough to 
require treatment by a menta.l health professional? 
If your answer \-vas YES, please describe the nature of the problems for which you may want 
professional help? 
How distressing is this problem to you? Rate the severity of the problem llsing the follovving 
scale: 
1----------2 -----------3 -----------4----------5----------6----------7---------8 
None Mild ~Joderate Severe Very severe 
Hovv much has that problem interfered with your life (e.g., daily routine, school, job, social 
activities)? Ra.te the severity of the problem using the following scale: 
1----------2-----------3-----------4----------5 ----------6----------7 ---------8 
None Mild Moderate ivfuch Very much 
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PANIC ATTACK HISTORY 
Do you currentlv have times \vhen you feel a sudden rush of very intense l~ar or discomlort 

accompanied by a sense of imminent danger or impending doom and an urge to escape? 

YES NO 
If YES, Do these feelings of sudden fear come "out of the blue" for not apparent reason, or in 
situations \I/here you did not expect them to occur: 
YES NO 
In what kind of situations are these abrupt nlshes of intense fear more likely to occur? ____ 
Have YOll ever had times when you felt a sudden nlsh of very intense fear or discomfort  
accompanied by a sense of imminent danger or impending doom and an urge to escape? 

YES NO 

If YES, Did these feelings of sudden fear come "out of the blue" for not apparent reason, or in 

situations where you did not expect them to occur? 

YES NO 
If YES, How many separate periods of time in the past have you had vvhen you experienced these 
abrupt rushes of intense fear or discomfort? 
'"'I 
.J 4 6 9 10 l\t[ore than 10 
In what kind of situations were these abrupt rushes of intense fear more likely to occur? 
-_._­
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Sample Letter to Physicians 
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PHILADELPHIA· COLLEGE· OF . OSTEOPATHIC· MEDICINE 
Jesus A. Salas, M.A. 
CENTER FOR INTEGRATIVE PSYCHOTHERAPY 
DEPARTMENT OF PSYCHOLOGY Suite 211D, 1251 S. Cedar Crest Blvd., 
215-871-6442 Allentown, PA, 18103 
215-871-6458 FAX Phone: 610-432-5066; Fax 4320-973 
psyd@pcom.edu E-MAIL e-mail: jsalasauvelt@aol.com PCOM 
11/02/2000 
Anthony P. Buonanno M.D. 

Allentown Family Health Specialits 

1251 S. Cedar Crest Blvd., Suite 102A 

Allentown, P A 18103 

Dear Dr. Buonanno: 
I am conducting a study in the areas of anxiety and panic disorder in fulfillment of dissertation 
requirements for my Psy.D. in clinical psychology at the Philadelphia College of Osteopathic 
Medicine, Department of Psychology. The study will explore the relationships panic disorder and 
other psychological variables that may constitute a risk factor for developing panic attac;ks in 
moments of elevated distress. The study will compare a group of panic disordered individuals 
with three other groups: social phobia, specific phobia (flying phobia), and a nonclinical sample. 
Because of the intense physical manifestations ofpanic attacks, which can mimic 
cardiorespiratory, gastrointestinal and otoneurologic illnesses, the majority ofpanic disordered 
patients initially present in the primary care medical setting. Furthermore, most panic patients use 
primary care to obtain mental health services. Consequently, I am asking for your collaboration 
with my research which would consist in referring patients suffering from panic disorder to our 
clinic for an evaluation and diagnosis. Specifically, I am in need of individuals who experience 
what appears to be panic attacks, between eighteen (18) and sixty-five (65) years old., either male 
or female. Patients cannot be part of the study if they suffer from any of the following 
conditions: endocrine conditions (hypoglycemia, pheochromocytoma, hyperthyroidism, 
hypothyroidism, hyperparathyroidism, hyperadrenocorticism), neurological conditions (brain 
tumor, encephalitis, seizure disorder, vestibular dysfunctions) cardiovascular conditions 
(arrhythmia, supraventicular tachycardia, congestive heart failure, pulmonary embolism), 
Meniere syndrome, respiratory conditions (chronic obstructive lung disease, pneumonia), 
metabolic conditions (vitamin Bt2 deficiency, porphyria), substance abuse/dependance disorder, 
substance-induced anxiety disorder, manic-depressive disorder. 
Patients' participation in the study will consist a comprehensive evaluation of their condition. 
The assessment will involve a brief clinical interview, a computerized interview, and 
psychological tests. The procedure will take approximately 2 hours, and it is free of charge. The 
information collected will be used to design their treatment plan. Treatment will not be part of 
4190 CITY AVENUE· PHILADELPHIA· PENNSYLVANIA 19131-1693· www.pcom.edu 
180 the study. 
In return for your referral, you will receive a brief summary of your patient's diagnosis, general 
psychological status, and treatment recommendations. I will be collecting data for the study 
approximately for a year, between August 2000 and June 2001. 
If you are interested in participating in this research, kindly contact me and I will send you ten 
(10) copies of a brief f01fI1 that can be handed to patients who seem to be possible candidates for 
"I 
the study. The fmm informs them about the nature of the study and their participation. Also, if 
you wish to receive a copy of the results of the study, please indicate so in your return 
correspondence, and I will be happy to forward a copy to you. 
PJease send the patients to our center with a note indicating that the patient does not suffer 
from the medical conditions mentioned above. 
Should you have any questions, please do not hesitate to contact us. Thanking you in advance, 
Sincerely, 
Jesus A. Salas M.A. Frank M. Dattilio Ph.D. ABPP 
PsychotherapisUDirector ofResearch Director/Clinil:;al Psychologist 
Center for Integrative Psychotherapy Center for Integrative Psychotherapy 
Robert A. DiTomasso Ph.D. ABPP 
Vice-Chairman, Director of Clinical Research 
PCOM, Department of Psychology, 
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Sample of Advertisement Flier Inviting Nonclinical Controls to Participate in the Study 
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P H [ 1. A D E r. F H i A . C U L LEe E () [: . (\ S 0 f' AT H [C . i\( E D [ C I N E 
DEPARTMENT OF PSYCHOLOGY 
::: 15-871·6442 
215·871·6458 FAX 
psyJ(ijlpcorn.edu E-ivl,I!L 
PCO~I 
ALT STUDY 
We are looking for adults between 18 and 65 years old to take part in a 
study about mental health. Participants must have no history of 
psychiatric/psychological diagnoses or treatment. Participation consists 
of filling out questionnaires and a computer interview, and it vvill take 
approximately 60 to 75 minutes to complete. We will pay $ 20.00 for 
taking part in the research. We are interested in studying your beliefs, 
feelings and reactions to social situations, flying situations, bodily 
changes, stress, anxiety, depression, and death. For an appointment or 
n10re information, please call Jesus Salas M.A., M.S., at 215-871-6487, 
Center for Brief Therapy, 4190 City Avenue, Rowland Hall, Suite 532 
(Fifth floor), Philadelphia, or send e-mail to:jesuss@pcom.edu. 
'fl')I) CITY AVENUE I'HIL\DELI'HL\ PEI'-lN.'i'rLV,\[,~Ir\ I'JI.\i-lb'lj. IVww,p,:olll.cdu 
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Copy of the test: 

Self-Efficacy Scale (S-ES) 

------
--------
s 	 184  
Date: 
Name: ________~_________________________ Age: Gender: F M 
Instructions: This questionnaire is a series of statements about your 
personal attitudes and traits. Each statement represents a commonly held 
belief. Read each statement and decide to what extent it describes you. 
There are no ri or wrong answers. You will probably agree with some 
of the statements and disagree with others. Please indicate your own 
personal feelings about each statement below by marking the letter that 
best describes your attitude or feeling. Please be very truthful and 
describe yourself as you really are, not as you would like to be. 
Mark: A = If you Disagree Strongly with the statement 
B 	 If you Disagree Moderately with the statement 
C 	 If you Neither Agree nor Disagree with the statement 
D 	 If you Agree with the statement 
E = 	If you Agree Strongly with the statement 
01. 	 I like to grow plants. 
02. 	 When I make plans, I am certain I can make them work. 
03. 	 One of my problems is that I cannot get down to work when I 
should. 
04. 	 If can't do a job the first time, I keep trying until I can. 
05. 	 Heredity plays the major role in determining one's personality. 
06. It is difficult for me to make new friends. 
07. 	 When I set important goals for myself, I rarely 

achieve them. 

08. I give up on things before completing them. 
09. I like to cook. 
10. 	 If I see someone I would like to meet, I got to that person 
instead of waiting for him or her to come to me. 
11. 	 I avoid facing difficulties. 
12. 	 If something looks too complicated, I will not even 

bother to try it. 

1 
Mark: A = If you Disagree Strongly with the statement 185 
B If you Disagree Moderately with the statement 
C If you Neither Agree nor Disagree with the statement 
D If you Agree with the statement 
E If you Agree Strongly with the statement 
13. 	 There is some good in everybody .. 
14. 	 If I meefsomeone interesting who is hard to make friends with, 
I'll soon stop trying to make friends with that person. 
15. 	When I have something unpleasant to do, I stick to it 
until I finish it. 
16. 	When I decide to do something, I go right to work on it. 
17. 	 I like science. 
18. 	When trying to learn something new, I soon give up if I 
am not initially successful. 
19. 	 When I'm trying to become friends with someone who seems 
uninterested at first, I don't give up easily. 
20. 	 When unexpected problems occur, I don't handle them well. 
21. 	 If I were an artist, I would draw children. 
22. 	 I avoid trying to learn new things when they look too 
difficult for me. 
23. 	 Failure just makes me try harder. 
24. 	 I do not handle myself well in social gatherings. 
25. 	 I very much like to ride horses. 
26. 	 I feel insecure about my ability to do things. 
27. 	 I am self-reliant person. 
28. 	 I have acquired my friends through my personal abilities at 
making friends. 
29. 	 I give up easily. 
30. 	 I do not seem capable of dealing with most problems that 
come up in life. 
2 
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Copy of the test: 

Affective Control Scale (ACS) 

187 
1 2 3 4 5 6 7 
very strongly disagree neutral agree strongly very
strongly disagree agree strongly
disagree agree 
9. 	 I feel comfortable that I can control my level of 
anxie'iy. 
1 2 3 4 5 6 7 
10. 	Having an orgasm is scary for me because I am afraid of 
losing control. 
1 2 3 4 5 6 7 
11. 	 If people were to find out how angry I sometimes feel, 
the, consequences might be pretty bad. 
1 2 3 4 5 6 7 
12. 	When I feel good, I let myself go and enjoy it to the 
fullest. 
1 2 3 4 5 6 7 
13. 	 I am afraid that I could go into a depression that would 
wipe me out. 
1 2 3 4 5 6 7 
14. 	 When I feel really happy, I go overboard, so I don't 
like getting overly ecstatic. 
1 2 3 4 5 6 7 
15. 	When I get nervous, I think that I am going to go crazy. 
1 2 3 4 5 6 7 
16. 	 I feel very comfortable in expressing angry feelings. 
1 2 3 4 5 6 7 
17. I 
a
am 
nxio
able 
us. 
to prevent myself from becoming overly 
1 2 3 4 5 6 7 
188 
1 2 3 4 5 6 7 
very strongly disagree ne 1 agree strongly very•
strongly disagree agree strongly
disagree agree 
18. 	No matter how happy I become, I keep my feet firmly on 
the glj;0und. 

1 2 3 4 5 6 
 7 
19. 	 I am afraid that I might try to hurt myself if I get too 
depressed. 
1 2 3 4 5 6 7 
20. 	 It scares me when I am nervous. 
1 2 3 4 5 6 7 
21. 	 Being nervous isn't pleasant, but I can handle it. 

1 2 3 4 5 6 7 

22. 	 I love feeling excited it is a great feeling. 

1 2 3 4 5 6 7 

23. 	 I worry about losing self-control when I am on cloud 

nine. 

1 2 3 4 5 6 7 
24. 	There is nothing I can do to stop anxiety once it has 

started. 

1 2 3 4 5 6 7 
25. 	 When I start feeling "down, II I think I might let the 
sadness go too far. 
1 2 3 4 5 6 7 
26. 	 Once I get nervous, I think that my anxiety might get 
out of hand. 
1 2 3 4 5 6 7 
- 189 
1 2 :3 456 7 
very strongly disagree neutral agree strongly very 
strongly disagree agree strongly 
disagree agree 
27. 	Being depressed is not so bad because I know it will 
soon pajs. 
1 2 :3 4 5 6 7 
28. 	 I would be embarrassed to death if I lost my temper in 
front of other people. 
1 2 3 4 5 6 7 
29. 'When 
down 
I get lithe blues, II 
too far. 
I worry that they will pull me 
1 2 :3 4 5 6 7 
30. When I get angry, 
losing my temper. 
I don't particularly worry about 
1 2 J 4 5 6 7 
31. 	Whether I am happy or not, my self-control stays about 
the same. 
1 2 3 4 5 6 7 
32. 	When I get really excited about something, I worry that 
my enthusiasm will get out of hand. 
1 2 J 4 5 6 7 
33. 	When I get nervous, I feel as if I am going to scream. 
1 2 3 4 5 6 7 
34. 	 r get nervous about being angry because I am afraid I 
will go too far, and I'll regret it later. 
1 2 3 4 5 6 7 
35. 	 r am afraid that I will babble or talk funny when I am 
nervous. 
1 2 3 4 5 6 7 
190 
1 :2 3 4 5 6 7 
very strongly disagree neutral agree strongly very 
strongly disagree agree strongly
disagree agree 
36. 	Getting really ecstatic about something is a problem for 
me because so~etimes being too happy clouds my judgment. 
1 :2 3 4 5 6 7 
37. 	Depression is scary to me -- I am afraid that I could 

get depressed and never recover.  
1 .2 3 4 5 6 7 
38. 	 I don't really mind feeling nervous: I know it's just a 
passing thing. 
1 .2 3 4 5 6 7 
39. 	 I am afraid that letting myself feel really angry about 

something could lead me into an unending rage. 

1 .2 3 4 5 6 7· 
40. 	 When I get nervous, I am afraid that I will act 	foolish. 
1 .2 3 4 5 6 7 
41- I am afraid that I'll do something dumb if I get 	carried 
away with happiness. 
1 .2 ;3 4 5 6 7 
42. 	 I think roy judgment suffers when I get really happy. 
1 .2 3 4 5 6 7 
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Copy of the test: 

Multidimensional Death Attitude Scale (MDAS) 

-----
rv\OAS 192 
Name: _____________________________ Gender M F Date: 
Instructions: 
Please read each of the following statements carefully. Next 
to each statement, please circle a number from 1 to 5 indicating 
how much you 9-isagree or agree wi th that statement. Use the 
following scale: 
1= Strongly Disagree (SD) 
2= Disagree (D) 
3= Neither Agree nor Disagree (N) 
4= Agree (A) 
5= Strongly Agree (SA) 
SD 	 DNA SA 
01. 	 I am disturbed when I think about the shortness 
of life. . ............. ,..,. .............. ,. ...... 1 2 3 4 5  
02. 	 Recognizing the fact of my inevitable death 

helps me grow as a person. . ................... 1 2 3 4 5 

03. 	 I look forward to life after death/heaven ..... 1 2 3 4 5 
04. 	 I find it difficult to face up to the ultimate 

fact of death. . .............•....•............ 1 2 3 4 5 

05. 	 I see death as a passage to an eternal and 

blessed place .....................•............ 1 2 3 4 5 

06. 	 My life has more meaning because I accept the 
fact of my own death. . ........................ 1 2 3 4 5 
07. 	 I am tired of living.......................... 1 2 3 4 5 

08. 	 I really prefer not to think about death ...... 1 2 3 4 5 
09. 	Accepting death helps me be more responsible 
for my 1 i f e. ..................•............... 1 2 3 4 5 
10. 	 I feel that there is nothing to look forward to 
in this world ................................. 1 2 3 4 5 
1 

1= Strongly Disagree 
2= Disagree (D) 
(SD) 
193 
3:::: Neither Agree nor Disagree (N) 
4= Agree (A) 
5= Strongly Agree (SA) 
SD D N A SA 
11. 	 I enjoy life more as a result of facing the 
f!? 
• ............................................ II fact of death. 	 1 2 3 4 5 
12. 	 I worry about dying an untimely death. ................ 1 2 3 4 5 

13. 	 I see death as a relief from the burden of 
••••• 01 •••••••• 0 ••••••••••••••••••••••••••life. 	 1 2 3 4 5 
14. 	It is morbid to deliberately think about my 
.. It .. It 	 ................................................. inevitable death. 	 1 2 3 4 5 
15. 	 I am much more concerned about death than those 
around me. e ...................................................................... 1 2 3 4 5 

16. 	 Thinking about death is a waste of time. ............ 1 2 3 4 5 

17. 	 I believe that I will live on (or be in heaven) 
.. .................... II ............ It ............................ after I die. 	 1 2 3 4 5 
18. 	 I believe heaven (or the afterlife) will be much 
better than this life. ............................................. 1 2 3 4 5 
19. 	 I feel more free when I accept the fact of my 
death. • ........ It ................................................ 0' ................ 1 2 3 4 5 

20. 	 I don't see any purpose or meaning in prolonging 
this life. ............................................................. '" ...... 1 2 3 4 5 
21. 	The more fully I accept death, the more fully I 
respond to life. '" " .................................................... 1 2 3 4 5 
22. 	 The prospect of my own death arouses anxiety 
.................................... It .................................... in me. 	 1 2 3 4 5 
23. 	 I think people should first become concerned 
about their death when they are old ........... 1 2 3 4 5 
2 
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Flight Anxiety Situations Questionnaire (F AS) 

Flight Anxiety Situations Questionnaire 195  
Date: ____, ___1___ 
Name: __________________________________ Age: ____ Gender: F M 
ffr' " 
Circle the number which corresponds to your level of anxiety in the 
situations mentioned. The numbers range from 1 to 5, where 1 = no 
anxiety, 2 := slight anxiety, 3 = moderate anxiety, 4 = considerable 
and 5 = 
Item anxiety anxiety anxiety anxiety anxiety 
OI. You see an airplane. 1 2 3 4 5 
02. You hear the sounds of 
1 2 3 <I 5 
03. 	 You read a report about a 
flight. 1 2 3 <I 5 
04. 	 You bring someone to the 
airport. 1 2 3 4 5 
05. 	 Friends tell you about a 
1 2 3 4 5fl 
06. 	 You decide to take a plane. 1 2 3 <I 5 
07. 	 You buy a ticket. 1 2 3 4 5 
08. 	 You are on the way to the 
1 2 3 4 5 
09. 	 You enter the departure hall. 1 2 3 4 5 
10. 	 You are going through customs 
for a passport check. 1 2 3 4 5 
II. 	You are waiting for the 
boarding call. 1 2 3 4 5 
12. 	You see planes taking off 
and landing. 1 2 3 4 5 
13. 	You hear the sound/noises of 
jet 1 2 3 4 5 
14. 	You are walking in the 
direction of the gate. 1 2 3 4 5 
15. 	 You are going through the 
security check. 1 2 3 4 5 
16. 	 You are going through the 
gate. 1 2 3 4 5 
1  
Item 
17. You enter the flight cabin. 1 2 3 4 5 
18. The doors are being closed. 1 2 3 4 5 
19. You are informed of the flight 
safety regulations by the 
cabin crew. 1 2 3 4 5 
20. The takeoff is announced. 1 2 3 4 5 
21. The engines give full 
before takeoff. 
power 
1 2 3 4 5 
22. You are 
seat. 
pushed back into your 
1 2 3 4 5 
23. You hear some 
the flight. 
noises during 
1 2 3 4 5 
24. The airplane banks 
right. 
left or 
1 2 3 4 5 
25. The wings of the plane 
moving, shaking. 
are 
1 2 3 4 5 
26. The cockpit informs you of the 
actual altitude. or flight-
level. 1 2 3 4 5 
27. The sound of engines 
decreases. 1 2 3 4 5 
28. The plane starts to descent. 1 2 3 4 5 
29. Air turbulence is announced. 1 2 3 4 5 
30. You are shaken. 1 2 3 4 5 
31. The sound of the engines get 
louder again. 1 2 3 4 5 
32. The landing is announced. 1 2 3 4 5 
2 
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Copy of the test: 

Body Sensations Questionnajre~Extended (BSQ-E) 

----------------------------------------
198 B Q-
Date: _____ / _____/ _____ 
Name: _________________________________ Gender: f M 
1. Below is a list specific body sensations that may occur when 
It 
you are nervous or in a feared si tua tion. Please mark down how 
afraid you are of these feelings. Use a five point scale from not 
worried to extremely frightened. please rate all items. 
1. Not ghtened or worried by this sensation 
2. Somewhat frightened by this sensation 
3. Moderately frightened by this sensation 
4. Very frightened by this sensation 
5. Extremely frightened by this sensation 
2. Circle the three sensations which you find most difficult in 
your life. These feelings would be the frightened feelings which 
occur most frequently. 
l. Heart palpitations 
2. Pressure or a vy feeling in chest 
3 . Numbness in arms or legs 
4 . Tingling in the fingertips 
5. Numbness in another rt of your body 
6. Feeling short of breath 
7. Dizziness 
8. Blurred or distorted vision 
9. Nausea 
10. Having "butterflies" in your stomach 
11. Feeling a knot in your stomach 
12. ling a lump in your throat 
13. Wobbly or rubber legs 
14. Sweating 
15. A dry throat 
16. Feeling disoriented and confused 
17. eling disconnected from your body; only partly present 
18. Trembling or shaking 
19. Feeling of choking 
20. Hot ushes or chills 
21. Chest pain 
22. Other:~~--~------------------------------------------­
Please describe: 
1  
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Copy of the test: 

Panic Attack Questionnaire-Revised (PAQ-R) 

---
----
----
-------------------
200 P A Q-
Date: 
Name: Age: Gender: F 
Were you ever treated in the past (with drugs, psychotherapy, 
hospitalization) for any of the following? 
YES NO 
depression 
anxiety disorders 
other psychological disorders (Type? 
heart problems (Type?__________________________________ 
migraines 
tension headaches 
stress related disorders (e.g., ulcers, hypertension) 
alcohol abuse or drug problems 
neurological problems (e.g., inner ear disturbance) 
Instructions 
Please take your time and read each question carefully. As you are 
probably aware, anxiety disorders are very complex and therefore 
the questionnaire is extensive and measures several different 
factors. 
In this questionnaire we will be asking you questions regarding 
panic attacks and your,history of anxiety problems. 
A panic attack differs from other forms of anxiety or nervousness 
in that a panic attack refers to a rapid, intense rush of 
apprehension, fear, or terror. Thus, mild symptoms of nervousness 
~r anxiety that often accompany worry over certain life 
circumstances (e.g., concern about doing well at school, work, 
sports, or social situations) should not be considered a panic 
attack. However, if at one time or another these milder symptoms 
have escalated into intense feelings of apprehension, fear, terror, 
or a sense of impending doom, this should be considered a panic 
attack. 
1 
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3. 	 a) For approximately how many MONTHS OR YEARS have you been 

experiencinq panic attacKs? 

___ 	years. ___ months. 
b) What age were you when you had your first panic attac~? ___ 
4. 	 a) Have~panic attacks occured MORE frequently at some time in 
the past? ~ES__ NO_ 
b) Do you think the panic attacks are beco~inq more frequent? 
NO_ 
C) Do you think the panic attacks are becominq =ore intense? 
YES____ NO_ 
5. 	 What types of places or situation~ are you avoidinq
specifieally beeause ot fear of hJying-A-~aniQ attack? 
""_ &h_ 
6. Please indicat.e how.severely y'ou ~rienc. each -of the 

following symptoms WHEN YOU ARE HAVING II panic attack.
00. 
 VERt" 
JPO!I oec.a XODDATI SnaIl SIVDlI 
a) difficulty breathing 0 1 2 3 4 
b) heart poundinq, 0 1 2 3 4, 
c) chest pain or diaeomfort 0 1 :2 :3 4 
d). choking or smothering'
sensation. 0 1 2 J 
e) di~%in••• , vertigo, or 
unst$44y teelinga 0 1 2 J 
" 
f} fe.lings of unreality a 1 :2 l 4 
,. 

q} tin91inq in hands or feet 0 1 :2 J  
" 
h) hot and cold flashes G 1 2. :3 4 
i) sweating. 0 1 2 J 4 
j) faintness 0 1 2 3 4 
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OOBS VERy 
.NOT OCCUR KILl) KODUA'l'B S BVl!lU! SI'V'DS 
k) trembling or shaking 0 1 2 .3 4. 
l} fears of death or serious 
illness 0 1 2 J 4 
m) fe~r of going crazy 0 1 2 J 4, 
n) fear of aoing something
uncontrolled 0 1 ~ J 4 
0) feeling of nausea 0 1 2 :l 4. 
p) visual difficulties 
eg_ blurring 0 1 2 3 
q) auditory difficulties 
eq. ringing in ears a 1 2 :3 4 
r) difficulty concentrating 0 1 2 J 4 
s) extrem41y rapid heartbGat 0 1 :2 :I 4 
;:< 
t) fear of' causing a. scene 0 1 :2 3 4 
u) feeling of anger 0 1 2. 3 4 
v) thought of escape from scene 
of panic attack 0 1 2 3 4 
w) flushing a 1 2 :3 4 
xl tear of d.rawinq 'attention 
to oneself 0 1 2 :3 4 
. y) mou.th f"':u~ls dry 0 1 :2 J " 
z) feeling ot helplessne88 0 1 2 3 " 
other SyaptOM (1'1..11. df!U!IIeribe) 
7. iI) What is the most IU=yt~ p.nie symptom or eympt.o1lUJ youexperience?____________________________________________ 
b) What is the first panic symp1:01t you 
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c) What is the most frlghtenlng' panlC symptom or symptoms for 
you 
d) P1ease list any other feelings or sensations that signal the 
onset of a panic attack r you. ______________~----____~___ 
S. 	 The following section consists of TWO PARTS: 
1. 	 On the LEFT HAND SIDE, ~lease indicate in which of the 
following situations panic attacks have occurred by 
making checkmarks. 
2. 	 On the RIGHT HAND SIDE, please indicate. for each 
situation, how likely you fee' a panic attack will 
occur at some time in the future. Please indicate 
th.is future 1ikelihood even if you haven't panicked 
there in the past. 
1 ~ Panic attacks HAVE occurred 2. Like1ihood of panic (please ~lace a cneckmark f . attacks occurri n9 in EACH 
where appropriate) situation 
NEVER 	 VERY 
LIKELY 
4-
_a) 	i,n .life threatening situation 0 1 3 
_b) 	whEm racei vi 1'19 injections or 
minor surgery 0 1 2 :3 4 
) eating or drinking with other 
0 2 .3 4people 
_d) 	in hospitals or visits to a 
0 1 2 .3 4doctor 
) travelling alone by bus or t.raln 0 1 2 3 4 
_f) 	walking alone, in bU5X streets 0 1 2 3 " 
----9) 	tMing watched Or" stared at 0 1 2 j " , going into crowded shops 	 0 2 3 " 
_1) 	talking to people in autho"'; ty 0 1 2 3 4 
4' 
-j) 	sight of blood 0 1 2 3 
) being critic; zed 	 a 1 2 3 " 
4
_1) 	going alone far frOM home 0 1 a 3 
1. Panic attack. HAVE oecu~r.d 2. Likelihood of pa~~( 	 .s .any •• nec.a.ary) attacks oceurrinq in 
situation 
NEVER . VERY 
LIKELY 
thought of injury or illness 0 1 2 J 4 
___n). speaking or acting to an audience 0 2 2 J 4 
.___0) large open spaces 0 1 2 J 4 
) going to the dantist 0 1 2 3 4 
___q) attacks occurred unexpectedly,
"out of the blueR 0 1 2 3 4 
during or folloving relaxation 0 1 2 J 4 
___8) during or tollowinq exercis. 0 1 2 J 4 
___t) while sleeping 0 1 ::2 3 4 
___u) while under the influence ot drug­ 0 1 2 J 4 
___Vo) prior to or ~urinq test or ex... 0 1 2 J 4 
~w) while driving a car 0 1 2 ~ 4 
_xl walking alone at night 0 . 1. 2 J 4 
---1) sexually intimate situationa 0 1 2 3 4 
. 
) during' an interpersonal eontl!e1: 
(e<J • argument "ith spotUMI bee.) 
0 1 :2 3 4 
___8&) while •••ting stranq.r(a) 0 1 2 3 4 
~b) 'being in an .aclo.ad ar.~ 0 1 2 3 4 
___cc) 10.. or .eparation fro. 
siguitieant other (eq .. divorce) 0 1,' ::2 3 " 
___dd) while under a lot ot stre.. 0 1 2 3 4 
_ee) subways 0 1 2 3 4· 
) shopping .alls 0 ~ 2 3 4 
attar consuminq caffeine 0 1 2 3 4 
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_hh) during a hangover from alcohol 0 1 4 
_ii) going a long period vith 
little sleep 0 1 2 :3 4 
j ) being the focus of attention 0 1 2 3 4 
_kk) other (please explain) 
0 i· 
'9. a) ,In vhich situation are you most likely to have a panic
a.ttack? 
b) 	 If you are in this situation, how probable is it that you
will experience a panic attack (please circle): 
not very somewhat likely very a.bsolutely 
likely likely likely certain 
c) 	How many times have you been in this situation since your
panic 	began? ____---­
d) 	 How many times have you panicked in this situation? ___ 
10. 	 When a panic attack occurs, generally what is the time speed
between the onset of the attack and when the panic is most 
intense? 
a) 	 very rapid (less enan 10 minutes)
b) 	 moderately rapi~ (10 - 30 minutes)
c) 	moderately 8low (30'minutes - 1 hour) 
d) 	 slowly (more ~an one hour) 
11. 	 How lonq, on average, do•• a panic attack last (start to 
finish)? 
a) 	 a fev minutes (0-10 minutes) 
b) 	 10 - 30 minutes 
c) 	30 • .tnutu to one hour 
d) 	 ••veral bours 
s) 	1101"8 than one day 
~2. 	 How much control ~o you think you have in preventtnq the 
OCCURRENCE of any panic attack? (Plea.. eircle a number) 
No 	 control some Control Total Centrol 
o 	 1 2 3 5 6 1 10 
---
1 
13. How much control do you think you have in limiting the 206 
SEVERlTY of any panic attack? (Please circle a number) 
No Control Some Control 	 Total Control 
o 	 l' :2 3 . 4 S 6 7 S 9 10 
14. 	 What do YO\f1 think or fear might happen during a panic attack?Please descri~e _________________________________________ 
15. 	 00 you think panic symptoms are in s~me way harmful to your 
physical health? ---yes ___no 
mental health? -ses _no 
I.f "yes" /I what. type of harm do you think could h.appen? 
-
16. 	 How much distress do the panic attacks cause in your life? 
None Milqly Moderately Very Extremely 
At All .Dis~mullin9' Distressing Distressing OistresGinq 
1 .l 	 345 
11. 	 To what deqree have the panie attacks caused you to change or 
restrict you lifestyle (eq. ev.ryday activities, places yc~ 
go)? . 
No Chang'e Some Chanqe A Moderate bcunt. " Quite a 81t 
of Cba.nqe of Change 
2 3' 4 
18. 	 can you suce•••fully predict when and. were most of your panic
attacksl vill occur or are .ost ot your panic attaclca 
unpredictable? (plea.. cheek) 
can successfully predict when and where 
attacks are unpredictable 
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20. 	 People who experience panic attacks may use a variety of 
ways to cope with an actual attack. Please indicate if 
you ever used each method during an attack by oircling YES or 
~ When you circle "YES" please also indicate how effective 
you found the method to be in redUcing the severity of panic 
attacks. 
Totally
Inattaetiv. 
YES NO 	 1) Tel~inq yourself that 

your anxiety sensations 

arenrt ha..rnful 1 2 

YES NO 	 2) Reassurinq yourself 

that it will be over soon 1 2 

YES NO 	 3) Distractinq yourself 

by foeusinq on something 

else 1 .2 

YES NO.4) Lying' down on a couch 

or bed 1 2 

'YES NO 	 5) Reassuring yourself

nothing bad will happen 1 2 

YES NO 	 6) sreathinq exercises 1 2 

YES NO 	 7) Relaxation exercise. 1 :2 
YES NO 	 8) Talkinq or being with .~ 

close friend or relative 1 

YES NO 	 9) Tellin~ yours.l~ it will 

be OK bem1UIIG you' VG bien 

throuqh thill before 1 2 

1 	 2  
YES NO 	 11) Tacklinq tllfll attacJc: hlilltilld  
en knowing' you are going to 

learn to control it 

eventually 1 

YES NO 	 12) Thinkinq of pleasant

!maqe. 1 2 

YES NO 	 13) Taking me4ication 1 

YES NO 	 14) Getting cut Qf the 

situation 1  
Hoderately
Iffeeti.e 
3 

3 

:3 
:3 
3  
3 

3 

3 

J 
Totally
Effective 
5 

4 .5 

.5 

s 
.5 

5 

.5 

4 5 

4 5 

.5 

5 

4 5 

4 	 5 
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'0'3.<1 this 
.strategy? Totally 
Iz:ultfectivtID 
Hodllu:a tely 
Effecti"e 
Totally 
Bftllu:ltiv. 
YES NO 15) Giving in to the panic 
rather than fighting it 1 
YES NO 16) Telling yourself 
" III can hancUa it" 1 
YES N~ 17) Focus on staying 
in the situation 1 
YES NO is} saekinq ~edical atten­
tion 1 
YES NO 19) Telling yourself people
around won't judge you
negatively. 1 
YES NO .20) Looking about at the 
people, thinqs and places 
before you 1 
2 
2 
:2 
2 
'2 
3 
3 
3 
J 
4. 
4 
4 
5 
5 
5 
5 
5 
5 
other EFFECTIVE strateqie~' (please desoribe) 
21. 	 Are you frightened..by panic attacks more because ot. the 
iu:tJIlediato 8Y11ptOllUl yeu expel"ience or bieauae you te2U:' the 
symptoms ~y l.a~ to somethinq wor••? (please check) 
___ symptom. are friqhteninq 

___ ~ta.s may lead to something vorse 

_ both 

22. 	 Where wue you and what ,were you doing during' yOU%' tirst panicattack? _________________________________________________ 
~~. Were you experiencing any of the following stressful events ~9 
the time you had your first panic attack? 
YES___ NO___ Diffioulties at work 
YES___ NO___ Loss of a loved one 
YES_ NO_ Birth of a child 
YE5___ NO___ Surqery or injury 
I 
YES___ NO___ Marital/family problems 
YES~ NO___ Life-threateninq situaeion 
YES___, NO___ First attack occurred unexpectedly (out of the' 
blue) 
24. a) 00 you, ever use alcohol to h.lp you cop. with your panic
attacks? ___ YES ___ NO 
If you answered I'YES": 
b) Is alcohol effective in prtllvtnting the occurrence of panic
attacks? ___ YES ___ NO 
c) Is alcohol effective ~n r~uc1nq the severity of panic
attaeks? ___ YES ___ NO 
J::) Is alconal" effective for rodue1nq worry and. appreh~!msion in 
yourday-to-day life? ~ YES ___ NO 
e') What type ot aleohol do YO\I drinJc and how much would you 
conSUlD8 on aV8l:'aq. on a wH.tly baat.? _--________ 
25. a) Do you ever us. HON-PRlSCRlPTIOW drugs or over-the-counter 
medication to help you cope with your panic attacks? 
___ YES ___ NO . 
'. If you an.wued. "YES": 
:b) ,r. the drug' effective in preventil19 the OCC'U.l':"t'enca of panic
attaelcJl? -. YES _ NO 
cl Is the drug ettactivII in reducing' the severit.y at panic
attacks? ___ YES ___ NO 
J ) Is the druq effecti.ve tor reducing w0r7:Y and apprehension in 
your day-to-day, life? ___ YIS ___ NO 
e } 	What types of non...prescription dr\lqa do you take and hoW' 
much per 
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26. 	 DO you spend much of your time lion edge" worryin9' about. future. 
panic attacks? YES ___ NO 
27. 	 a) Do you often feel very down or depressed because of your 
current anxiety prahl,ems? YES NO 
b) If MYEl", are these feelinqs of depression because of: 
(please check) 
~_ frightening panic symptoms 
___ the restrictions in your life 
_ both panic symptoms and lifestyle restrictions 
___ the feelings of depression began before the 
onset of panic 
c) In the past year ~ave you thouqht a lot a~out death? 
_YES _NO,' 
d) In the past year have you felt like you wanted to diG? 
____ 	YES ____ NO 
e} 	 In the past year have you felt so 'low at times that you 
though~, about eommitinq suicide? ____ YES ____ NO 
f) In the past year haVe you attempted suicid.e? _YES _NO 
If yes, how many times? 
If yes, what did you do exactly?________________________ 
go) 	 Have you. eVer attempted suicide at some other time in your
lite? ____ YES ~ NO 
It yes, pleas. 
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Copy of the test: 

Experiences in Close Relationships Inventory (ECR) 
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Experiences in Close Relationships Inventory 
Brennan. Clark. & Shaver (in pres~) 
The following statements concer.l how you fcc! in romantic relationships. We are interested in how you genernily 
relationships, not just in what is h3ppening in a current re lationship. Respond to each statement lJy indicating how much YOll 
agree or disagret: with it. Write the number in the the scak: 
how I feel deep down. _ 1. I prefer not to sho\'v a 
2. I worry about being abandoned. 
3. I am very comfortable being close to romantic partners. 
4. I worry a lot about my relationships. 
_ 5. Just when my partner starts to close to me I find myself pulling away. 
6. I worry that romantic partners \-von't care about me as much as I care about them. 
7. I get uncomfortable when a romantic partner wants to be very close. 
8. I worry a fair amount about losing my partner. 
9. I don't feel comfortable opening up to romantic partners. 
10. I often wish that my partner's feelings for me were as strong as my feelings for him/her. 
- 11. I want to get close to my partner, but I keep pulling back. 
=12. I often want to merge completely with romantic partners, and this sometimes scares them away. 

13. I am nervolls when partners get too close to me. 
14. I worry about being alone. 
15. I feel comfortable sharing my private thoughts and feelings with my partner. 
__ 16. My desire to be very close sometimes scares people away. 
17. I try to avoid getting too close to my partner. 
- 18. I need a lot of reassurance that I am loved by my partner. 
19. I find it relatively easy to get close to my partner. 
20. Sometimes I feel that I force my partners to show more feeling, more commitment. 
21. I find it difficult to allow myself to depend on romantic partners. 
22. I do not often \-vorry about being abandoned. =23. I prefer not to be too close to romantic partners. 
24. If I can't get my partner to show interest in me, I get upset or angry. 
25. I tell my partner just about everything. 
26. I find that my partner(s) don't want to get as close as I would like. 
- 27. I usually discuss my problems and concerns with my partner. 
- 28. When Pm not involved in a relationship, I feel somewhat anxious and insecure. 
29. I feel comfortable depending on romantic partners. =30. I get frustrated vvhen my partner is not around as much as I would like. 
31. I don't mind asking romantic partners for comJort, advice, or help. 
32. I get fiustrated jf romantic partners are not available when I need them. 
_ 33. It helps to tum to my romantic partner in times of need. 
34. \-"nen romantic partners disapprove of me, I feel really bad about myself. 
35. I tum to my partner for many things, including comfort and reassurance. 
36. I resent it when my partner spends time away from me. 
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Copy of the test: 

Perceived Modes ofProcessing Inventory (PMPI) 
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Date: ---' 
Name : _________________ Age: Gender: M 
Instructions 
Bellow is a seri of statements that describe the way some people 
think, feel, and act when faced wi th STRESSFUL SITUATIONS tha t 
occur in everyday living. A stressful tuation is any situation in 
which strong demands are made on you that are important for your 
well-being and put a severe strain on your coping abilities and 
resources. These demands may from the environment (for example, 
other people 's expecta ons, course requirements, job demands, 
etc.) or from yourself (for example, your own goals, values and 
performance ~tandards). Please read each statement carefully, and 
then select the number from the scale bellow that best describes 
the extent to which you feel the statement is true of you. Consider 
yourself as you TYPICALLY cope with stressful situations in your 
life. Write the number to the 1 t side of each item. 
1 Not at all true of me 
2 Slightly true of me 
3 = Moderately true of me 
4 Very true of me 
5 Extremely true of me 
01. 	 To cope, I usually go with my instincts rather than 
trying to reason things out. 
02. 	 I often think about my stressful situations and then try 
to find new ways to resolve them. 
03. 	 My feelings usually determine how I cope. 
04. 	 I usually try to cope with a stressful situation by 
breaking it down into smaller parts and dealing with them 
one at a time. 
05. 	When I am trying to decide how to cope, I usually go with 
my "gut" feeling. 
1 
215 1 Not at 1 true of me 

2 Slightly true of me 

3 Moderately true of me 

4 Very true me 

5 Extremely true of me 

06. 	 When I am attempting to cope, I depend a great on my 
feelings to help me find the best way to 
t:: 
07. 	 I am often aware of how to cope with a stress 

situation even be I ew all its aspects. 

08. 	 I usually think of as many alternative ways as 
possible before I dec what I am going to do. 
09. 	 If an approach works I use it again and again so I don't 
have to come up with a new one for each stressful 
situation I face. 
10. 	 I've had enough experience to just know what I need to do 

to cope most of the time without trying to figure out 

every time. 

11. 	 Before trying to cope, I usually decide on a specif 

goal so that I know exact what I should try to 

12. 	 ItGutlt feelings are more important to me than logic 

evidence when I have to 

13. The right way to cope ly comes to mind almost 
immediately. 
14. 	Rather than spend my time trying to think of how to 
I prefer to use my emot I hunches. 
15. 	 I usually try to get all facts that I can be 
iding how to cope. 
16. 	 I usually set aside enough time to think things through 
carefully and figure out what is the best thing to do. 
17. 	 I typically figure out the way to cope swiftly. 
2 
1 	 Not at all true me 
2162 ~ Slightly true of me 

3 Moderately true of me 

4 ~ Very true of me 

5 Extremely true of me 

18. 	 Inst acting on the first idea that comes to mind, 
ly consider all my options. 
19. 	 Before I attempt to cope, I think of all my options and 
carefully consider the pros and cons of each one. 
20. 	 Emotions are usual more useful than thoughts for 

coping. 

21. 	 I quickly do the right thing when cop because live 

often faced almost the same thing before. 

22. 	 I usually do what f s right. 
23. 	Most of the time, I use same method to cope. 
24. 	 When I am attempt to cope, one of the first things I 

do is ther as many facts about the situation as 

possible 	so that I will be able to understand what it is 
I about. 
25. 	 I rely mostly on my past experience to find a way to 
cope. 
26. 	 I usually put a lot of mental effort into figuring out 
what is the st thing to do. 
27. 	 I trust my emotions to guide how I should 
28. 	 I usually stick to the IIfacts li and try to use a logical 
approach to 
29. 	 I rarely need to mull 'things over i how to cope usually 
becomes quickly apparent. 
3 
217 
1 =: Not at all true of me 
2 Slightly true of me 

3 Moderately true of me 

4 == Very true of me 

5 Extremely true of me 

30. 	 When Iam attempting to cope, I can usually trust my 
"gut II feelings to tell me what to do. 
31. 	 For me, deciding how to cope takes a lot of time and 
mental effort. 
32. 	When a stressful situation occurs I know right away what 
I need to do to cope with it. 
4 

